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Abstract
Disordered eating behaviors occur at high rates among adolescent girls of all ethnicities and are
associated with increased risk of eating disorders. Maternal influences such as maternal
disordered eating, childhood feeding practices, and the mother-teen relationship quality have
been implicated as risk factors for disordered eating in adolescent girls, but few studies have
examined the interplay of these influences within a single model, controlling for adolescent age.
To address this gap, the current study proposed a theoretical model and tested a series of
moderated mediation pathways from maternal disordered eating to disordered eating behaviors in
female adolescents. The model was examined using an existing dataset from a diverse sample of
100 mother-daughter dyads, with adolescents aged 10 to 18 years. Contrary to expectations,
mothers’ and adolescents’ disordered eating were not significantly related. Results provided
partial support for paths between disordered maternal eating and unhealthy feeding, as well as
unhealthy feeding and disordered adolescent eating. Specifically, model paths were supported
when both variables were reported by the same informant (i.e., mother or daughter) but not when
variables were reported by different informants (i.e., mother and daughter). Mother-daughter
closeness moderated the feeding–adolescent eating association, such that greater emotional
feeding was associated with more emotional eating among adolescents reporting average or low
closeness, but not high closeness. Mother-daughter discord was not a significant moderator of
model paths. Findings suggest that a close mother-daughter relationship may serve as a buffer
against the negative impact of unhealthy feeding behaviors in adolescent disordered eating. In
addition, results underscore the importance of informant perspective in dyadic research and
suggest that individuals understand and interpret their own and others’ behaviors through an
internally consistent lens.
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Chapter 1: Introduction and Review of Literature
Disordered eating refers to a range of unhealthy or pathological eating patterns, from
milder eating disturbances to clinical eating disorders (EDs; Sundgot-Borgen & Torstveit, 2010).
Though the lifetime prevalence of diagnosable EDs is relatively low, disordered eating is
pervasive in Western societies and tends to increase throughout adolescence (Bartholdy et al.,
2017; Croll, Neumark-Sztainer, Story, & Ireland, 2002; Stice, Agras, & Hammer, 1999).
Preliminary evidence supports the construct validity of an eating continuum, from undisturbed
eating to subclinical disordered eating to EDs (Stice, Ziemba, Margolis, & Flick, 1996; Tylka &
Subich, 1999). Eating pathology that does not meet criteria for any of the major EDs still
warrants clinical attention because subclinical eating pathology raises one’s risk of developing an
ED (Stice, Marti, & Durant, 2011). Moreover, “other specified ED” and “unspecified ED” are
the most common ED diagnoses in clinical and community samples, with symptom severity and
functional impairment comparable to bulimia nervosa (BN) and binge eating disorder (Smink,
van Hoeken, Oldehinkel, & Hoek, 2014).
Problematic or disordered eating styles fall into two broad categories: unhealthy weight
control behaviors and disinhibited eating (Neumark-Sztainer et al., 2010). Unhealthy weight
control behaviors include a range of cognitive and behavioral strategies aimed at controlling
weight or promoting weight loss (Birch & Davison, 2001). These strategies include various
forms of dietary restraint (e.g., counting calories, eating very little, fasting or skipping meals), as
well as extreme weight control behaviors such as vomiting or using laxatives or diuretics
(Neumark-Sztainer et al., 2010). Whereas unhealthy weight control behaviors indicate
overregulation of eating and weight, disinhibited eating describes a pattern of eating that is
underregulated by hunger and satiety (Braet & van Strien, 1997). Eating behaviors in this
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category include binge eating and eating in response to emotions or external cues (van Strien,
Fritjers, Bergers, & Defares, 1986)
Research is still elucidating the complex etiology of disordered eating (for a review, see
Culbert, Racine, & Klump, 2015), but it is clear that numerous biological, psychological, and
social factors interact to influence eating pathology (Culbert et al., 2015; Jacobi, Hayward, de
Zwaan, Kraemer, & Agras, 2004). Studying developmental pathways to disordered eating is
particularly important among adolescent girls, the demographic most likely to develop
subclinical and clinical eating pathology (Slane, Klump, MacGue, & Iacono, 2014; Smink, van
Hoeken, & Hoek, 2012). In the most recent large-scale study of adolescents, conducted in
Europe, about 40% to 43% of the sample reported at least one disordered eating symptom, and
about 58% of this subgroup were girls (Bartholdy et al., 2017).
Though disordered eating has historically been associated with young White females, it
occurs at high rates among all ethnic groups and is in fact elevated among some ethnic minorities
(Croll et al., 2002; Rodgers et al., 2017). Among adolescent girls, Hispanic individuals have
reported the most frequent binge eating, whereas American Indian girls have reported the highest
rates of unhealthy weight control behaviors (Croll et al., 2002). Black adolescent girls have
reported lower rates of both types of disordered eating than adolescent girls of other ethnicities
(Croll et al., 2002). Interestingly, ethnic differences in disordered eating may depend on weight
status: Rodgers et al. (2017) found no ethnic differences in disordered weight control behaviors
among adolescent girls who were not overweight or obese; however, among those who were
overweight or obese, disordered weight control behaviors were reported more frequently by
those identifying as Black, Latina/o, or “Other” than by their White counterparts. Thus, as a
whole, research has clearly and consistently demonstrated that EDs and disordered eating are not
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just “white girl problems” in modern Western society; instead, they affect high proportions of
girls and women of all ethnicities.
To combat the high rates of disordered eating among adolescent girls, it is important to
understand its etiology. Theoretical and empirical literature suggest that parental factors likely
influence the development of eating pathology. Most studies have focused on the role of
mothers, though the father-daughter relationship appears influential, as well (Botta & Dumlao,
2009; Leonidas & dos Santos, 2014). Drawing on attachment and family systems perspectives,
early theories of anorexa nervosa (AN) viewed maternal traits such as insensitivity, rigidity, and
intrusiveness as crucial to the development of food restriction (Bruch, 1971, 1973; Minuchin,
Rosman, & Baker, 1978). Today, leading researchers refute the claim that mothers or parents
cause EDs (Le Grange, Lock, Loeb, & Nicholls, 2010); however, several parenting variables
have been identified as potential risk factors for a range of disordered eating behaviors (Jacobi et
al., 2004; Rodgers & Chabrol, 2009). These variables include child feeding practices (Haycraft,
Goodwin, & Meyer, 2014), pressuring the child to be thin (Levine, Smolak, & Hayden, 1994;
Rodgers & Chabrol, 2009), parental disordered eating or modeling of eating pathology (Pike &
Rodin, 1991; Rodgers & Chabrol, 2009), parental weight status (Allen, Byrne, Forbes, & Oddy,
2009), parental warmth and psychological control (Krug et al., 2016; Rozenblat et al., 2017), and
the overall parent-child relationship quality (Blodgett Salafia, Schaefer, & Haugen, 2014; Haines
et al., 2016). Moreover, some research suggests that mothers may be more influential than
fathers in the development of daughters’ eating pathology (Rodgers, Faure, & Chabrol, 2009;
Snoek, Engels, Janssens, & van Strien, 2007; Zubatsky, Berge, & Neumark-Sztainer, 2015).
Despite attention to each of these parenting variables, most studies have only measured
one or two parenting domains at a time. As a result, it has not been possible to examine the
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relative strength of each parenting influence or the interplay among them. For example, does a
closer or more positive mother-daughter relationship protect daughters from maternal eating
pathology? Does maternal eating pathology influence daughters’ disordered eating directly, or do
mothers with disordered eating feed their young daughters in ways that contribute to eating
pathology in adolescence? A true understanding of the etiology of disordered eating requires not
just a list of risk factors identified in isolation, but an exploration of complex developmental
pathways, including ways in which parental factors influence and interact with one another
(Rhee, 2008). The current study drew on both theoretical models of disordered eating and prior
empirical work to propose and investigate a pathway to disordered eating that comprises various
maternal influences.
Theoretical Models of Maternal Parenting & Disordered Eating
Since the 1960s, as rates of EDs have proliferated (Cohen, 2006), theories of eating
pathology have grown in parallel. Some theories have focused on individual-level risk factors,
such as negative affect and poor emotion regulation (Cooper, Wells, & Todd, 2004; Hawkins &
Clement, 1984), whereas others have emphasized various levels of external influence, such as
family members, peers, and the media (Bruch, 1973; Levine & Smolak, 1996; Minuchin et al.,
1978; Stice, 1998). The diversity of explanations for eating pathology is consistent with an
ecological systems approach to development (Bronfenbrenner, 1979). In this model, children are
situated within several nested “ecosystems,” from more intimate connections (e.g., family and
peers) to broader sociocultural influences (e.g., media and historical events). These environments
interact with one another, and with a child’s inherent traits, to shape the child’s developmental
trajectory. In keeping with an ecological systems view, newer models of disordered eating have
integrated earlier theories in an effort to explain how EDs arise from the interaction of multiple
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levels of influence (e.g., Culbert et al., 2015; Keery, van den Berg, & Thompson, 2004; Treasure
& Schmidt, 2013).
Along with siblings, teachers, and peers, children’s parents occupy their “microsystem,”
the closest and most direct level of influence on development (Bronfenbrenner, 1979). Through
frequent direct contact, parents shape their child’s eating patterns (healthy or unhealthy) through
several means, from the eating behaviors and attitudes they model to the overall quality of
parent-child interactions. The theories that explain these and other parental influences stem from
several disciplines, including developmental, family systems, and social psychology.
Parenting style as context. Developmental and clinical theorists have suggested that
global parenting styles or dimensions provide a social context that influences or moderates the
effect of specific parenting practices (Darling & Steinberg, 1993), including food-specific
parenting practices (Kremers et al., 2013; Vollmer & Mobley, 2013). Thus, a mother’s typical
style of parenting, including degree of warmth and manner of asserting control (Baumrind, 1991;
Maccoby & Martin, 1983) may influence whether her adolescent develops disordered eating in
response to other parenting behaviors, such as unhealthy feeding or modeling disordered eating
attitudes and behaviors. In keeping with this view, Kremers et al. (2013) have advocated a
“contextual higher-order moderation approach” (p. S-22) to studying parental influences on
eating behavior. This approach involves operationalizing parenting at different levels and
assessing the impact of lower-level, “proximal” parenting factors, such as feeding practices,
within the context of higher-level, more “distal” factors, such as parenting style. Similar to
parenting style, the parent-child relationship quality may be another distal factor that moderates
the effect of eating-specific parenting behaviors. Whereas parenting style largely reflects what
parents do (Karavasilis, Doyle, & Markiewicz, 2003), the parent-child relationship quality
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pertains to how the parent and child feel, as well as behave, in relation to one another. This twoperson, affective variable is worth exploring, as the impact of parenting behaviors likely depends
on adolescent as well as parent variables, including the adolescent’s temperament (Thomas &
Chess, 1977) and the manner in which the adolescent interprets their parents’ behaviors
(Karavasilis et al., 2003).
Developmental/attachment theory. According to developmental and attachment
theories, feeding is the earliest form of mother-child nurturance. The central developmental task
of infancy is to learn that others regularly satisfy one’s basic needs (Erikson, 1959). Whether this
trust develops and gives rise to a secure attachment (Bowlby, 1969) depends largely on the
caregiver’s (often the mother’s) consistency as a source of physical sustenance and emotional
comfort (Ainsworth & Bell, 1969; Bowlby, 1969). The second task of development, establishing
autonomy (Erikson, 1959), also develops through mealtimes, as children are increasingly trusted
to serve and feed themselves, with parents setting developmentally appropriate limits
(Mogharreban & Nahikian-Nelms, 1996; Satter, 1986). Thus, from the earliest moments of life
through the teenage years, mothers set limits and express affect (e.g., warmth, indifference,
resentment) through the feeding relationship.
Building on the views of Erikson and Bowlby, Hilde Bruch (1971, 1973) proposed an
influential psychodynamic model of EDs. She asserted that maternal intrusiveness, along with
inadequate responses to an infant’s signals of hunger and other needs, gives rise to ego deficits in
the developing child. For example, infants who have experienced intrusive or insensitive
caregiving go on to develop a weak sense of autonomy and difficulty distinguishing hunger from
other arousal states (i.e., poor interoceptive awareness). The first of these ego deficits, a poor
sense of autonomy, purportedly predisposes the infant to later food refusal and development of
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AN as a form of self-assertion, whereas the second deficit, confusion of hunger with other
arousal states, may lead to emotional eating and obesity. Prospective studies have supported the
role of some of the ego deficits proposed by Bruch as risk factors for EDs, such as poor
interoceptive awareness (Gustafsson, Edlund, Kjellin, & Norring, 2010; Killen et al., 1996;
Leon, Fulkerson, Perry, & Early-Zald, 1995) and perfectionism (Boone, Soenens, & Braet, 2011;
Gustafsson et al., 2010; Mackinnon et al., 2011), but evidence is weaker for other risk factors,
such as poor self-efficacy (Bardone-Cone, Abramson, Vohs, Heatherton, & Joiner, 2006; Leon et
al., 1995; Lilenfeld, Wonderlich, Riso, Crosby, & Mitchell, 2006). Moreover, there is only weak
evidence for a link between early rearing experiences and later EDs, largely because the theory is
difficult to test longitudinally or retrospectively (Keel, 2017). Regardless, psychodynamic
models of EDs provide a strong theoretical basis for examining the roles of maternal feeding,
caregiving, and attachment quality in the development of daughters’ disordered eating. Indeed,
adults and adolescents with EDs have elevated rates of insecure attachment, and attachment
anxiety is associated with greater ED severity and poorer ED prognosis (Milan & Acker, 2014;
Tasca, Ritchie, & Balfour, 2011).
Family systems theory. Around the same time that Bruch emphasized early caregiving
in the etiology of EDs, Minuchin and colleagues developed a psychosomatic family model of
EDs (S. Minuchin et al., 1978), which similarly attributed EDs, and AN in particular, to family
characteristics. However, drawing on family systems theory, Minuchin’s team of researchers
focused on interactions beyond infancy, and they emphasized dysfunction in the family unit and
its patterns of interaction rather than mothers’ behavior in particular. Minuchin believed that
“[p]atterns in a system are circular rather than linear” (Minuchin, 1985, p. 290):
It is an epistemological error to state that an overprotective mother is creating anxieties in
her child. Rather, mother and child have created a pattern in which (starting anywhere)
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the child's fears trigger concerned behavior in the mother, which exacerbates the child's
fears, which escalates the mother's concern, and so forth. The irreducible unit is the cycle
of interaction. (Minuchin, 1985, p. 290)
The psychosomatic family model of EDs identified a family system characterized by
rigidity, enmeshment, overinvolvement, and conflict avoidance as the prerequisite context for the
development of AN (Minuchin et al., 1978). Though Minuchin and colleagues acknowledged
interactions with other influences (e.g., physiological vulnerability), the emphasis was on
dysfunctional family processes as both a necessary developmental context and the target of
treatment.
In the decades since Bruch and Minuchin proposed their theories, leading ED researchers
have publicly refuted the view that mothers or families cause EDs, pointing to a lack of empirical
evidence (Le Grange et al., 2010). In correlational studies, lower family functioning has been
associated with greater odds of disordered eating (Haines et al., 2016) and has differentiated
families of adolescents with AN from those of controls (Wallis et al., 2017). However,
correlational studies do not rule out the likely possibility that EDs and disordered eating
contribute to poorer family functioning, as well as (or instead of) the reverse pattern (Haines et
al., 2016; Wallis et al., 2017). Regardless, even those researchers that reject a causal role of
family factors have argued that family interactions play a crucial role in maintaining EDs and are
an central target of ED treatment (Lock, Le Grange, Agras, & Dare, 2001; Treasure & Schmidt,
2013).
“Direct” and “indirect” influences: Verbal pressure and modeling. Most researchers
have assumed that parents primarily influence their child or adolescent’s disordered eating
through two primary modes of influence, one “direct” and one “indirect” (Abraczinskas, Fisak,
& Barnes, 2012; Fulkerson et al., 2002; Vincent & McCabe, 2000). By this view, the direct
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influence is verbal pressure or verbal communication, which refers to parental comments about
the child’s weight or eating, such as encouraging dieting or remarking on her weight
(Abraczinskas et al., 2012; Fulkerson et al., 2002; Rodgers & Chabrol, 2009). By contrast, the
indirect influence is parental modeling (Bandura, 1977), whereby parents “indirectly” (i.e.,
implicitly and usually unintentionally) communicate body-related values and expectations to
their child through their own eating- or weight-related behaviors and attitudes, such as dieting or
expressing body dissatisfaction (Abraczinskas et al., 2012; Fulkerson et al., 2002; Wertheim,
Mee, & Paxton, 1999). This model is somewhat limited by its overly simplistic categories and
ambiguous distinctions; for example, verbal comments may contain an “indirect” or implied
message (as in, “Are you sure you want to eat that?”), and modeling may occur through verbal as
well as non-verbal behaviors (e.g, “I really shouldn’t be eating this”). Despite its limitations, the
model captures important modes of parental influence and has driven substantial research. In
fact, modeling and verbal pressure were the two dimensions to emerge from principal
components analysis of all published measures of parental influence on disordered eating, and
both were associated with adolescent eating disturbance in a nonclinical sample (Abraczinskas et
al., 2012).
Overall, findings are mixed regarding the modeling effects of maternal disordered eating
behaviors on those of their daughters; there is stronger evidence for the modeling effects of
maternal body dissatisfaction on daughters’ body dissatisfaction (Rodgers & Chabrol, 2009). By
contrast, there is consistent evidence for the effects of maternal verbal pressure on daughters’
disordered eating (Rodgers & Chabrol, 2009), but so far this research has focused on restrictive
rather than disinhibited eating as an outcome (e.g., Dixon, Adair, & O’Connor, 1996; Keel,
Fulkerson, & Leon, 1997; Ricciardelli, McCabe, & Banfield, 2000). One study did find that
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adolescent girls’ perceptions of social pressure to be thin predicted the onset of subthreshold and
threshold binge eating disorder over a seven-year period, but social pressure combined parental
influences with those of peers, dating partners, and the media (Stice, Marti, & Durant, 2011).
Feeding theories. In addition to global parenting, modeling, and verbal communication,
mothers shape their daughter’s eating through feeding behaviors. Because young children cannot
provide nutritious meals and snacks for themselves, caregivers have no choice but to influence
and regulate their child’s eating. Caregivers, often mothers, must make decisions about when,
which, and how much food they provide; which aspects of eating the child may decide for
herself; and which types of interactions occur around meals and snacks (Satter, 1986). These
mother-child interactions are thought to influence the child’s eating habits through both global,
affective mechanisms and food-specific, behavioral pathways. Regarding global mechanisms,
parental feeding influences the infant and young child’s development of ego capacities, including
awareness of feelings and a sense of competence and trust in having needs met (Bruch, 1971;
Satter, 1986). Given the relational complexity of feeding interactions, psychodynamic theorists
view “the feeding relationship [as] characteristic of the overall relationship” (Satter, 1986), such
that problems characteristic of feeding interactions, such as misattunement or domineeringness,
appear in other parent-child interactions, as well (Satter, 1986).
Nutrition and child development researchers have also proposed specific feeding
practices thought to influence the development of eating habits (Collins, Duncanson, & Burrows,
2014). Though infants and young children are able to self-regulate their caloric intake, this
ability appears to fade by later childhood and adulthood (Rhee, 2008). As a result, theorists have
examined parental feeding behaviors that may support or undermine the developing child’s
ability to regulate eating based on hunger and satiety (Birch & Fisher, 1998, 2000; Fisher &
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Birch, 1999). The feeding practices that have received the greatest attention are feeding for
emotion regulation (i.e., emotional feeding), monitoring, and a variety of controlling feeding
practices, including restrictive feeding, pressure to eat, and use of food as a reward (Collins et
al., 2014; Jansen, Daniels, & Nicholson, 2012; Rhee, 2008). Though feeding has largely been
examined in relation to health and nutritional outcomes (Gubbels et al., 2009; Rhee, 2008; Van
Der Horst et al., 2007; Vollmer & Mobley, 2013), theorists have also proposed links between
parental feeding practices and restrictive or disinhibited eating in children and adolescents
(Ventura & Birch, 2008).
Emotional feeding has often been implicated as a risk factor for the development of
children’s disinhibited eating in response to negative emotions (i.e., emotional eating; Macht,
2008). The concept of emotional feeding dates back to Bruch (1964), who proposed that
caregivers who regularly use food to soothe a crying infant, regardless of the infant’s level of
hunger, may lead the developing child to associate food with emotional comfort, setting the stage
for emotional eating, overeating, and obesity. In support of the hypothesis that emotional feeding
teaches children to use food for emotion regulation, studies have linked parental emotional
feeding to emotional eating in young children (Blissett, Haycraft, & Farrow, 2010; Tan & Holub,
2015), older children (Braden et al., 2014), and adolescents (Goldstein, Tan, & Chow, 2017).
In addition to emotional feeding, overly restrictive feeding practices may also interfere
with children’s self-regulation in eating, leading to unhealthy eating behaviors (Faith, Scanlon,
Birch, Francis, & Sherry, 2004; Rhee, 2008). Restrictive feeding includes a variety of actions,
such as denying a child a second serving, controlling portion sizes, keeping certain foods out of
the home, and designating particular foods off-limits or allowed only under specific
circumstances (Musher-Eizenman & Holub, 2007; Rhee, 2008). At least two different theories
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exist regarding the possible impact of these practices. On the one hand, restrictive feeding may
lead to greater restrained eating by encouraging dietary restraint (Edmunds & Hill, 1999). On the
other hand, restrictive feeding, though intended to promote nutritious eating or weight control
(Musher-Eizenman & Holub, 2007), may be counterproductive, instead leading to disinhibited
eating and greater intake of restricted foods (Birch & Fisher, 1998; Ventura & Birch, 2008). By
placing excessive value on “forbidden” foods, restrictive feeding practices may cause children to
override their hunger and satiety cues and overindulge in highly palatable foods (Birch & Fisher,
1998, 2000; Fisher & Birch, 1999; Rhee et al., 2015). Thus, existing theories suggest that
restrictive feeding may lead to dietary restraint, disinhibition, or both. Ogden and colleagues
have suggested that the impact of controlling feeding practices may depend on whether
restriction is overt (i.e., limiting food in ways the child can easily perceive) or covert (i.e.,
undetected by the child, such as bypassing snack food aisles at the grocery store; Brown, Ogden,
Vögele, & Gibson, 2008; Ogden, Reynolds, & Smith, 2006). Nevertheless, at least some forms
of restrictive feeding appear likely to contribute to disordered eating behaviors, such as dietary
restraint or disinhibited eating.
Integrative theories involving social pressure and modeling. Though many theorists
focus on a particular influence, experts generally recognize that the family is only one of many
important influences on eating behavior and pathology. Whereas attachment, feeding, and family
systems models emphasize family factors, integrative models explicitly treat the family as only
one of many important influences on eating behavior. Integrative models vary in terms of the risk
factors identified and the relationships specified among risk factors, but most propose that
parental or familial influences, typically verbal pressure and modeling, combine with other
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sociocultural influences (e.g., peers, media), as well as psychological and biological factors (e.g.,
genetics, perfectionism), to influence eating behaviors.
Two of the most prominent integrative theories are the dual pathway model of bulimic
pathology (Stice, 2001) and the tripartite influence model of AN and BN (Keery et al., 2004).
According to the dual pathway model, sociocultural pressures to be thin combine with thin-ideal
internalization to produce body dissatisfaction, which in turn leads to dieting and negative affect,
which then results in bulimia symptoms (binge eating, compensatory behaviors, and
overvaluation of weight and shape). In this model, parents are seen as only one form of
sociocultural influence or pressure, along with family, friends, dating partners, and the media
(Stice, 2001). The tripartite influence model is a similar but competing model (Keery et al.,
2004), which posits three sources of sociocultural influence—parents, peers, and the media—that
lead to restriction and bulimic symptoms through two mediational pathways: thin-ideal
internalization and engagement in appearance comparison to others. In contrast to the dual
pathway model, the tripartite influence model recognizes that parents and others may contribute
to eating pathology not only through pressure to be thin (i.e., criticism or teasing), but also
through modeling, as well as parental “emotional investment” in the daughter’s thinness (as
perceived by the daughter). The research teams of both Stice (2001) and Keery et al. (2004) have
evaluated their models in comparison to the other, and both found that their own model better fit
their own data. Regardless of which model is superior, these and other integrative models fill an
important role by attempting to describe more complex relationships among several variables,
including sociocultural and psychological influences. Nevertheless, they are limited in that they
tend to treat parental influence or even sociocultural influence as a unitary construct, rather than

14
separating out forms of parental influence and examining their distinct influences as well as the
interplay among them.
Integrating theories of maternal influence. Each theory described above offers
valuable insights about a particular aspect of maternal behavior that may contribute to, or protect
against, eating pathology in adolescent daughters. However, these pathways do not operate in
isolation. Developing effective interventions requires a nuanced understanding of the ways in
which mother-daughter attachment, family functioning, controlling and emotional feeding,
modeling, and verbal pressure interact with and influence one another. Accordingly, researchers
have called for further study of the interactions between specific feeding behaviors and global
parenting or family functioning (Jansen et al., 2012; Rhee, 2008).
As mentioned previously, developmental psychologists have argued that global parenting
styles create a socioemotional context that influences the effect of specific parenting practices on
adolescent outcomes (Darling & Steinberg, 1993; Joyce & Zimmer-Gembeck, 2009; Kremers et
al., 2013). The mother-daughter relationship quality may be another important socioemotional
context that influences the effect of food-specific parenting practices. For example, restrictive
feeding may be less detrimental when mothers and daughters have a close, warm relationship. In
this context, restriction could be experienced as a form of care, leading daughters to develop
more competent, less harsh forms of eating self-regulation. Beyond just studies of moderators,
Jansen et al. (2012) have argued that understanding the complex reciprocal relationships and
interactions among parenting, feeding, and eating requires “more sophisticated modelling that
integrates mediation and moderation analyses” (p. 977) and incorporates covariates such as
parental weight status and child temperament.
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The current study addresses gaps in prior research by examining the interplay of several
maternal parenting variables in relation to adolescent girls’ eating pathology (see Figure 1 for a
theoretical model). Drawing on developmental theory and prior literature, the study proposes a
model of disordered eating in which mothers’ own pathological eating behaviors exert direct
influences on adolescent daughters’ pathological eating (e.g., modeling and genetics; path c in
Figure 1), as well as indirect influences through earlier childhood feeding patterns, recalled
retrospectively by mothers and daughters (paths A and B). Moreover, the model proposes that
the mother-daughter relationship quality, including closeness and discord, moderates the
pathways from maternal disordered eating and childhood feeding to daughters’ disordered eating.
such that low closeness and high discord have a detrimental or exacerbating effect. More detailed
path models are presented following the hypotheses.

Figure 1. Theoretical model of direct and indirect effects of maternal DE on adolescent DE
through childhood feeding, moderated by parent-child relationship quality.
Empirical Research on Maternal Influences on Adolescent Disordered Eating
Each of the theories described thus far corresponds to one or more conceptual links (or
arrows in Figure 1) in the integrated model proposed in this study. Currently, there are varying
degrees of empirical support for each piece of the integrated model, with the strongest evidence
of links between mothers’ and daughters’ disordered eating (path c; Pike & Rodin, 1991;
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Rodgers et al., 2009), as well as between maternal feeding practices and daughters’ disordered
eating (path b; Faith et al., 2004; Rhee, 2008; Ventura & Birch, 2008). However, even those
associations have been inconsistent, largely due to differences in conceptualization and
measurement across studies, as many have pointed out (Jansen et al., 2012; Mitchell, Brennan,
Hayes, & Miles, 2009; Rodgers et al., 2009; Vollmer & Mobley, 2013). Moreover, the causal
direction of these associations is largely unknown due to a predominance of cross-sectional
studies rather than prospective studies and bidirectional models (Birch & Fisher, 2000; Faith,
2004). Finally, much of our knowledge of maternal influences on eating, especially feeding
practices, comes from studies of infants, toddlers, and preschoolers (Fisher & Birch, 1999;
Hughes, Power, Orlet Fisher, Mueller, & Nicklas, 2005; McPhie et al., 2012). Fewer studies have
examined school-aged children (Ventura & Birch, 2008), and even fewer have examined
adolescents (Loth, MacLehose, Fulkerson, Crow, & Neumark-Sztainer, 2014). Despite these
limitations, the following section reviews empirical findings relevant to the model’s proposed
associations among maternal influences and daughters’ disordered eating, with special attention
to adolescent studies when available.
Associations between disordered eating in mothers and in adolescent girls.
Connections between parents’ and their children’s eating pathology are likely due to multiple
factors, including genetic predispositions, modeling, and eating- or weight-related pressure
(Culbert et al., 2015). Though several studies support a positive association between mothers’
and adolescents daughters’ body dissatisfaction (Rodgers & Chabrol, 2009), evidence is mixed
regarding associations between mothers’ and adolescent daughters’ pathological eating
behaviors. With regard to milder forms of dietary restriction, many studies (with exceptions; cf.,
Elfhag, Tynelius, & Rasmussen, 2010) have failed to find consistent associations between
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mothers’ and adolescents’ dieting (Dixon et al., 1996; Keery, Eisenberg, Boutelle, NeumarkSztainer, & Story, 2006), and in one study the significant association became non-significant
when controlling for daughters’ body mass index (BMI; Fulkerson et al., 2002). On the other
hand, adolescent girls’ reports of more extreme restrictive behaviors (e.g., fasting and skipping
meals) have been associated with maternal reports of their own dieting and weight-loss behaviors
in several studies (Benedikt, Wertheim, & Love, 1998; Keery et al., 2006; Neumark-Sztainer et
al., 2010; Vincent & McCabe, 2000). Other studies have shown associations between mothers’
and adolescent daughters’ bulimic symptoms, including binge eating and compensatory
behaviors (Pike, 1995; Rodgers & Chabrol, 2009; Stice et al., 1996; Wertheim, Koerner, &
Paxton, 2001).
Regarding emotional eating, a small number of studies have shown positive associations
between emotional eating in mothers and adolescent daughters (Elfhag et al., 2010; Snoek et al.,
2007), as well as mothers and 2- to 10-year-old children (Kröller, Jahnke, & Warschburger,
2013). Even as early as preschool, maternal self-reports of overeating and emotional eating have
been associated with children’s disinhibited eating in the laboratory (i.e., eating in the absence of
hunger; Cutting, Fisher, Grimm-Thomas, & Birch, 1999). Moreover, a longitudinal study
demonstrated that emotional eating among mothers of 2-year-olds predicted increases in their
child’s emotional eating by age 3 via both direct and indirect pathways (Rodgers et al., 2014).
Though few relevant longitudinal studies have been conducted with adolescents, the
small amount of longitudinal evidence mirrors and bolster that of cross-sectional research. That
is, parental eating pathology does not appear to predict increases in dieting throughout
adolescence (Byely, Archibald, Graber, & Brooks-Gunn, 2000), but it does appear to predict
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adolescent onset of binge eating (Stice, Presnell, & Spangler, 2002) and increases in binge eating
and purging (Stice, 1998).
To summarize, there is considerable evidence of positive associations between mothers’
and adolescent daughters’ disinhibited eating (i.e., binge eating, overeating, and emotional
eating), as well as mothers’ and adolescents’ compensatory or extreme weight-loss behaviors.
However, more longitudinal studies are needed to determine to what extent these associations are
due to maternal modeling versus to what extent third variables, such as genetics (Stice, 2002),
contribute to concordance in eating pathology between mothers and daughters. Regarding more
mild restriction, there is little evidence of associations between mothers’ and daughters’ dieting,
perhaps because dieting is normative among females (Rodin, Silberstein, & Striegel-Moore,
1984), with up to 75% of adult women reporting having dieted in their lifetime (French, Jeffery,
& Murray, 1999; Jeffery, Adlis, & Forster, 1991; Slof-Op ‘t Landt et al., 2017), and 55-58% of
adolescent females reporting dieting within the past year (Neumark-Sztainer, Wall, Larson,
Eisenberg, & Loth, 2011).
Associations between maternal disordered eating and child feeding practices.
Several studies have investigated how maternal eating pathology impacts or relates to child
feeding behaviors. In a recent review, McPhie and colleagues (McPhie, Skouteris, Daniels, &
Jansen, 2014) identified seven such studies, the majority of which found at least partial support
for positive associations between maternal eating pathology and feeding practices, with one
exception (cf., Haycraft & Blissett, 2011). Almost all studies have been cross-sectional, however,
so the directionality and causal pathways remain unclear (McPhie et al., 2014). Moreover, with
some exceptions (cf., Hughes et al., 2005), most studies have included predominantly non-
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Hispanic, White families, so results cannot be generalized to other racial and ethnic groups
(Francis, Hofer, & Birch, 2001).
Several cross-sectional studies have shown positive associations between maternal
restrained eating and restrictive feeding, mostly during early childhood. Birch and colleagues
have demonstrated that restrictive or restrained eating attitudes and behaviors, self-reported by
mothers (Fisher & Birch, 1999) and both parents combined (Birch & Fisher, 2000; Francis et al.,
2001), were associated with greater maternal restrictive feeding of preschoolers (Fisher & Birch,
1999) and 5-year-olds (Birch & Fisher, 2000; Francis et al., 2001), independent of child weight
status. In a more recent study of Australian mothers and children ages 2 to 6 years, maternal
dietary restraint and overvaluation of weight and shape were significantly associated with
restrictive child feeding practices; however, only overvaluation of weight and shape retained its
significant association when controlling for demographic variables (Damiano, Hart, & Paxton,
2016). Interestingly, research has not supported associations between maternal eating pathology
and restrictive feeding of sons during the years from preschool to middle childhood (Blissett &
Haycraft, 2008; Duke, Bryson, Hammer, & Agras, 2004; McPhie et al., 2014).
Compared to restrictive feeding, emotional feeding has received less attention as a
potential correlate or consequence of maternal disordered eating. Nevertheless, at least two
cross-sectional studies have found positive associations between emotional eating in mothers (or
parents who were mostly mothers) and emotional feeding of preschool to school-aged children,
controlling for maternal BMI (Wardle, Sanderson, Guthrie, Rapoport, & Plomin, 2002) or child
age and weight status (Tan & Holub, 2015). Thus, just as restrained eating pathology has been
associated with a corresponding pattern of restrictive feeding, emotional or disinhibited eating
has been associated with a corresponding pattern of emotional feeding. However, there is little
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evidence of “crossover” relationships between maternal eating and feeding styles; that is, studies
have not supported an association between maternal disinhibited eating and restrictive feeding
(Fisher & Birch, 1999), or between maternal restrained eating and emotional feeding (Damiano
et al., 2016).
Child feeding and adolescent eating. Extensive research has examined the theory that
maternal feeding practices influence child eating habits (Jansen et al., 2012; Ventura & Birch,
2008). Importantly, however, the majority of these studies have been cross-sectional, so
significant associations likely reflect a bidirectional process in which the child’s eating and
mother’s feeding reciprocally influence each other (Faith et al., 2004; Jansen et al., 2012; Rhee,
2008, 2009). Moreover, preschoolers and school-aged children have received the most empirical
attention, so there is still little evidence that childhood feeding is associated with adolescent
eating outcomes. Regardless, existing literature provides preliminary support for an association
between maternal feeding during childhood and disordered eating in adolescent daughters.
Regarding emotional eating, only one study appears to have examined associations with
childhood feeding in an adolescent sample. Using the same dataset as the current study,
Goldstein et al. (2017) found that recollections of early emotional feeding showed positive
associations with adolescent emotional eating. In cross-sectional and experimental studies of
preschool and school-aged children, emotional feeding has shown significant positive
associations with emotional eating, or eating in response to experimentally induced negative
mood, controlling for demographic and other confounding variables (Blissett et al., 2010; Braden
et al., 2014). In a longitudinal study of 323 mother-child dyads from Australia (Rodgers et al.,
2014), maternal emotional feeding at age 2 predicted increases in emotional eating from age 2 to
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3, supporting Bruch's (1964) view that very young children can be taught to associate food with
emotional comfort.
Compared to emotional feeding, a greater number of studies have examined the impact of
restrictive feeding on child and adolescent eating, but the results have been less consistent (Faith
et al., 2004; Rhee, 2008; Ventura & Birch, 2008). Among infants and toddlers, evidence suggests
an association between controlling parental feeding and healthier child eating (e.g., less
snacking; Sleddens, Kremers, De Vries, & Thijs, 2010), but even these associations appear to
depend on child characteristics (Gubbels et al., 2009). By later childhood and adolescence, when
children have greater autonomy over eating, parental restriction is one of the strongest and most
consistent correlates of disinhibited eating and obesity (Faith et al., 2004; Joyce & ZimmerGembeck, 2009; Mitchell, Farrow, Haycraft, & Meyer, 2013; Ventura & Birch, 2008), though
there have been a few exceptions (cf., Robinson, Kiernan, Matheson, & Haydel, 2001). This
pattern lends preliminary support to the theory that controlling feeding is counterproductive,
undermining children’s self-regulation in eating (Birch & Fisher, 1998, 2000; Fisher & Birch,
1999). Nevertheless, cross-sectional studies cannot rule out the reverse causal pathway, in which
children’s disinhibited eating leads mothers to adopt more restrictive feeding practices out of
health or weight concerns (Faith, 2004). In fact, one study found that excessive rates of weight
gain in girls preceded increases in mothers’ controlling feeding rather than vice versa,
controlling for demographic variables (Rhee et al., 2009). More typically, however, research has
supported reciprocal directions of influence (Birch & Fisher, 2000; Faith, 2004; Rodgers et al.,
2013), and several experimental and prospective studies have suggested that restrictive feeding
in early childhood increases disinhibited eating and risk for overweight, particularly in girls
(Rhee, 2008; Ventura & Birch, 2008).
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Few studies have examined associations between adolescent eating and maternal
restrictive feeding, and evidence from these few studies has been weaker than the findings
examining younger children. In contrast to the gender pattern typically found, Loth et al. (2014)
found fewer cross-sectional associations between disordered eating behaviors and controlling
parental feeding practices among adolescent girls than boys. Nevertheless, among girls, greater
maternal restrictive feeding was associated with significantly greater odds of engaging in
extreme weight control behaviors. In another cross-sectional study of adolescents (Haycraft et
al., 2014), girls’ reports of parental restrictive feeding did not show significant associations with
overall eating pathology when controlling for weight status and other controlling feeding
practices (e.g., pressure to eat, monitoring). Notably, however, both of these studies assessed
concurrent parental feeding practices rather than feeding in earlier childhood. Compared to
parents of adolescents, parents of younger girls may have more opportunities to control or
restrict their daughter’s eating and more success in doing so. Thus, more research is needed to
assess whether restrictive feeding of young daughters is related to the emergence of disordered
eating by adolescence, using retrospective or longitudinal designs.
In an attempt to explain discrepant findings, researchers have begun to explore potential
moderators of the associations between restrictive feeding and disinhibited eating or weight
status (e.g., Faith et al., 2004). Based on these moderator analyses, restrictive or controlling
feeding appears most strongly or consistently related to disinhibited eating among girls or
mother-daughter dyads (Faith et al., 2004), among children who are already overweight or
biologically at risk of becoming overweight (Rhee, 2008), when overt rather than covert
restriction is assessed (Mitchell et al., 2013; Ogden et al., 2006), and when restriction rather than
general controlling feeding is assessed (Faith et al., 2004).

23
In summary, research suggests that emotional feeding may lead to disinhibited eating,
and that restrictive feeding may lead to restrictive or disinhibited eating (or both), but further
research is needed to clarify the causal direction and potential moderators, as well as whether the
associations remain during adolescence. These aims are addressed in the present study, which
uses a retrospective design to support a temporal sequence (i.e., assessment of current adolescent
eating and recollections of earlier maternal feeding) and examines the potential moderating
effects of positive and negative relationship factors (i.e., closeness and discord).
Parental feeding and global relationship variables as mediators and moderators. To
better inform interventions, review articles have highlighted a need for mediation and
moderation analyses that explore more complex relationships among maternal factors and
unhealthy or disordered eating in children and adolescents (Jansen et al., 2012; Rhee, 2008;
Shloim, Edelson, Martin, & Hetherington, 2015). To date, few studies have examined any of the
proposed maternal influences (i.e., eating, feeding, or parent-child relationship quality) as
potential mediators or moderators of associations between the others. Regarding mediation, an
exception is the study by Tan and Holub (2015), which found that emotional feeding
significantly mediated the link between mothers’ and preschoolers’ emotional eating. In addition,
Kluck (2008) found support for a theoretically integrative model of family influences on
disordered eating, in which dynamic influences (e.g., enmeshment, overprotectiveness) operated
through family-level behavioral experiences (e.g., modeling, criticism, and encouragement to
diet) to contribute to disordered eating in college-aged women. Building on these mediation
findings, the model proposed in the current study proposes that emotional and restrictive feeding
mediate the link between mothers’ and adolescents’ disordered eating.
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Regarding moderation of risk for disordered eating, slightly more studies have been
conducted. Their designs have been cross-sectional, and their variables have been related to but
not equivalent to those in the current model. Nevertheless, they offer tentative support for the
notion that the quality of parent-child interactions moderates the impact of specific feeding
practices on children’s eating habits. One study examined how parenting style moderated the link
between restrictive feeding and adolescent sugar-sweetened beverage (SSB) consumption (Van
Der Horst et al., 2007). Among the Dutch teenagers in this study, the association between more
restrictive feeding and lower SSB consumption was strongest among adolescents who perceived
their parents as moderately strict and highly involved. Another moderation study examined child
weight rather than eating (Hennessy, Hughes, Goldberg, Hyatt, & Economos, 2010) and found
that feeding style (but not parenting style) moderated the impact of restrictive feeding: restrictive
feeding was associated with lower child BMI (counter to most studies) among parents with an
“involved” (but not uninvolved) feeding style, characterized by high levels of directiveness and
emotional support. Another study (Joyce & Zimmer-Gembeck, 2009) found a moderating impact
of feeding style among 4- to 8-year-olds: the positive association between restrictive feeding and
disinhibited eating was stronger in the context of a more coercive or chaotic feeding style,
compared to a more supportive one. Though causal claims cannot be made without longitudinal
research, together these studies tentatively suggest that an optimal style of parenting or feeding,
characterized by high warmth and directiveness but low coercion or pressure, may enhance any
positive effects of restrictive feeding (e.g., lower SSB consumption or BMI) and protect against
negative effects (e.g., disinhibited eating). This conclusion is consistent with a small body of
literature linking a variety of adolescent disordered eating behaviors to parenting styles
characterized by lower maternal warmth (Berge et al., 2014; Krug et al., 2016; Vandewalle,
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Moens, Beyers, & Braet, 2016) and greater maternal psychological control (Berge et al., 2014),
the latter characterized by emotional pressure and coercion (Crockett & Hayes, 2011; Schaefer,
1965). However, no studies have examined whether the parent-child relationship quality
moderates the links between childhood feeding and adolescent disordered eating, including both
restrained and disinhibited eating. Similarly, no studies have examined whether the parent-child
relationship quality moderates associations between parents’ own disordered eating and their
feeding practices (e.g., whether a negative mother-daughter relationship strengthens the link
between maternal restrained eating and restrictive feeding).
The Current Study
Drawing on diverse theories and extending prior literature, this study proposed a
moderated-mediation model in which adolescent girls’ disordered eating develops in relation to a
complex interplay of maternal characteristics and behaviors. In the proposed model, it was
hypothesized that mothers’ own pathological eating behaviors would exert direct influences on
their adolescent daughters’ restrictive and emotional feeding, as well as indirect influences
through childhood feeding patterns. However, the mother-daughter relationship quality was
hypothesized to moderate the pathways from problematic feeding to daughters’ unhealthy eating,
such that a close, positive relationship would be protective and a discordant, negative
relationship would be detrimental. Moreover, it was hypothesized that mother-daughter discord
would strengthen the link from mothers’ own restrained eating to child food restriction. All these
associations were expected to persist after controlling for adolescent age. These hypotheses are
detailed below and illustrated in Figure 1.
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Study Hypotheses
Hypothesis 1. Based on prior research and theory suggesting correspondence between
mothers’ and daughters’ eating pathology, mothers’ and adolescents’ self-reports of restrained
eating were expected to show significant positive associations with each other (1a). Similarly,
mothers’ and adolescents’ reports of current emotional eating were expected to show significant
positive associations with each other (1b). These hypotheses correspond to path c in Figure 1.
Hypothesis 2. It was hypothesized that maternal self-reports of greater current restrained
eating would be associated with more restrictive feeding of daughters during early to middle
childhood, as recalled by both mothers (2a) and adolescent daughters (2b). Similarly, it was
hypothesized that mothers’ self-reports of greater emotional eating would be associated with
recollections of more emotional feeding of daughters, as recalled by mothers (2c) and daughters
(2d). These hypotheses correspond to Path A in Figure 1.
Hypothesis 3. Maternal feeding practices were expected to show significant associations
with corresponding adolescent eating patterns. Mother (3a) and adolescent (3b) reports of
restrictive feeding were hypothesized to relate to more adolescent restrained eating. Similarly,
greater emotional feeding reported by mothers (4e) and daughters (4f) was expected to relate to
greater emotional eating in adolescents. These hypotheses correspond to Path B in Figure 1.
Despite prior research associating restrictive feeding with disinhibited eating, this “crossover”
association was not examined in order to simplify the models and analyses.
Hypothesis 4. Feeding practices were expected to mediate the links between maternal
eating and adolescent eating, such that the strength of direct pathways would be significantly
reduced when holding constant the level of maternal feeding behaviors. Specifically, significant
indirect pathways were hypothesized from mothers’ to daughters’ restrained eating through
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restrictive feeding, the latter reported by both adolescents (4a) and mothers (4b). Additionally,
significant indirect pathways were hypothesized from mothers’ to daughters’ emotional eating
through emotional feeding, the latter reported by both adolescents (4c) and mothers (4d).
Hypothesis 5 (moderation; paths D, E, and F). Mother-daughter closeness was
expected to moderate links between feeding and adolescent eating behaviors, such that low
closeness would be detrimental. Specifically, it was hypothesized that low mother-daughter
closeness would strengthen the expected positive association between restrictive feeding and
adolescent restrained eating, both when adolescents reported on feeding and closeness (5a) and
when mothers reported on these variables (5b). Similarly, low mother-daughter closeness was
expected to strengthen the positive association between emotional feeding and adolescent
emotional eating, with feeding and closeness reported by both adolescents (5c) and mothers (5d).
Mother-daughter discord was also expected to moderate links between feeding and
adolescent eating, such that high discord would be detrimental. Specifically, high motherdaughter discord was expected to strengthen the positive association between restrictive feeding
and adolescent restrictive eating, using both adolescent (5e) and mother (5f) reports of feeding
and discord. Similarly, high mother-daughter discord was expected to strengthen the positive
association between emotional feeding and adolescent emotional eating, using both adolescent
(5g) and mother (5h) reports of feeding and discord.
Finally, an additional moderation pathway was hypothesized: high mother-daughter
discord was expected to strengthen the association between maternal restrictive eating and
restrictive feeding, using both adolescent (5i) and mother (5j) reports of discord and restrictive
feeding. This hypothesis was based on the fact that many of the scales making up the discord
composite (e.g., Pressure, Dominance, and Criticism) pertained to controlling behaviors,
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particularly forms of psychological control (i.e., Pressure, Dominance, and Criticism). Thus, it
was hypothesized that mothers who restrict their own eating may be especially likely to extend
restriction to their daughter if their overall interactions with their daughter are more dominating
or controlling.
In fact, when this hypothesis was created, we intended to examine parenting style
dimensions (i.e., warmth and control), rather than relationship quality dimensions (i.e., closeness
and discord), as moderators. The project later evolved, and the moderators were adjusted to
better fit the data, but we neglected to change the moderation hypotheses involving restriction
and discord. Admittedly, it is not very sensible to hypothesize that the current mother-adolescent
relationship quality would moderate a path to maternal feeding that occurred several years ago,
when the child was 5 to 10 years old and the relationship quality was likely quite different.
However, our hypothesis was based on a belief that a controlling maternal parenting style (the
original moderator) would be relatively stable from childhood to adolescence, and thus current
maternal control could serve as a proxy for earlier control, which was originally hypothesized to
moderate the relationship between maternal restrained eating and early restrictive feeding.
Hypothesis 6 (moderated mediation). In line with the moderation hypotheses above, the
indirect pathways proposed in Hypothesis 4 were expected to be moderated by maternal warmth
and control. Specifically, all indirect pathways from maternal to adolescent disordered eating
were expected to be stronger when mother-daughter dyads were low in closeness (6a-d) and high
in discord (6e-h).
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Chapter 2: Method
Participants
The current study used data previously collected as part of a broader study examining “fat
talk” (i.e., self-disparaging comments about one’s own body weight or shape; Shannon & Mills,
2015) between mothers and daughters, as well as its relation to mothers’ and daughters’ weight
status, body image, eating disturbances, and psychological functioning (Chow & Tan, 2018;
Goldstein et al., 2017). For the broader study, adolescent girls with ages ranging from 10 to 18
years, along with their mothers, were recruited from the Southeast Michigan area. The current
sample included 100 adolescent girls (Mage = 14.4 years, SD = 2.3) and their mothers (Mage =
44.0 years, SD = 7.3). According to mother reports, about 50% of the adolescents were
Caucasian, followed by African American (30%), Mixed Race/Other (14%) Asian (3%),
Hispanic (2%), and Middle Eastern (1%). Furthermore, a majority of the mothers reported a
household income of $35,000 or above (79%) and had an associate or bachelor’s degree (72%).
About 59% of the mothers reported that they were married, 14% were single, 17% were
divorced, and 9% were either widowed or reported another relationship status. Mothers’ and
daughters’ BMI (kg/m2) were computed based on their self-reported weight and height.
Daughters’ mean BMI was 23.18 (SD = 6.60), falling in the normal range, and mothers’ mean
BMI was 30.30 (SD = 7.58), falling in the obese range. These mean BMIs are comparable to the
national averages for adolescent girls (ages 11-18 years) and adult women (ages 20-59 years),
which are 23.4 and 29.2, respectively (Fryar, Gu, Ogden, & Flegal, 2016). Because the optimal
range for BMI changes over the course of childhood and adolescence, adolescent BMI was
converted to a percentile score based on same-age female peers. The mean BMI percentile
among daughters was 64.5 (SD = 27.6).
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Procedures
IRB approval was obtained from Eastern Michigan University (EMU; see Appendix A).
Information regarding the study was distributed through electronic flyers posted on social media
websites (e.g., Facebook and Craigslist) and physical flyers posted in local schools and
universities. Interested mother-daughter dyads contacted the researchers to schedule an
appointment and were then invited to visit the psychology department’s lab for the study. Before
participating, mothers were required to provide written informed consent for their own and their
daughter’s participation, and adolescents were required to provide written informed assent (see
Appendix B). Mothers and adolescents were then assigned to separate rooms to complete a series
of computer-administered questionnaires that assessed demographic information as well as body
image, eating behaviors, mother-daughter relationship quality, and other aspects of psychological
functioning. After both mother and daughter had completed all questionnaires, they were brought
into the same room to complete two video-recorded interaction tasks not used in the current
study. The first interaction was a 20-minute story completion task, and the second interaction
was a 6-minute conversation about the daughter’s feelings, concerns, and goals related to her
body. After completing the study, mothers and daughters were brought back together, debriefed
about the study goals, and given contact information for further questions or concerns. Each dyad
received a $40 grocery gift card for compensation. Though given the option, no participants
withdrew from the study after beginning data collection.
Measures
The current study used information from three of the questionnaires included in the larger
study. Descriptions of these measures are provided below.
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Demographic questionnaire. Mothers and daughters provided basic demographic
information, including birthdate, height, weight, income, and race/ethnicity. Self-reports of
height and weight were used to calculate mothers’ and daughters’ BMI.
Disordered eating. Mothers and daughters each reported on their own disordered eating
behaviors using the Dutch Eating Behavior Questionnaire (DEBQ; van Strien et al., 1986), a 33item measure of restrained, emotional, and external eating. The two subscales assessing
restrained and emotional eating were used in this study. The Restrained Eating subscale includes
13 items that ask mothers and daughters about their dieting concerns and behaviors (e.g., “Do
you take into account your weight with what you eat?”). The 10-item Emotional Eating subscale
asks mothers and daughters about their desire to eat in response to a particular emotion or event
(e.g., “Do you have a desire to eat when you are irritated?”). Participants responded to each item
on a 5-point, Likert-type scale ranging from 0 (never) to 4 (very often). For mothers and
daughters separately, items within each subscale were averaged to form two separate composites,
one for restrained eating and one for emotional eating, such that higher scores reflected greater
levels of the eating behavior. The full measure is available in Appendix C. The DEBQ has been
shown to have a high internal consistency and factorial validity among Dutch adults (van Strien
et al., 1986) and good internal consistency, test-retest reliability, and criterion validity among
Chinese middle and high schoolers (Wu, Cai, & Luo, 2016). In the current sample, both scales
had good internal consistency among both mothers and daughters (α = .82-.86; see Table 1 for
more detail).
Maternal feeding practices. The Comprehensive Feeding Practices Questionnaire
(CFPQ; Musher-Eizenman & Holub, 2007) was used to separately assess mothers’ and
daughters’ recollections of the mother’s feeding habits when the daughter was 5 to 10 years old.
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Because the original questionnaire was designed to capture parents’ perceptions of current
feeding habits, item wording was modified to reflect both mothers’ and daughters’ retrospective
perceptions of mothers’ feeding habits. This study used items from three subscales—Feeding for
Emotion Regulation, Restriction for Health, and Restriction for Weight Control. The Feeding for
Emotion Regulation subscale includes three questions about the mother’s prior tendency to feed
her daughter to relieve emotional distress or boredom (e.g., “When your child [you] got fussy,
was giving her [you] something to eat or drink the first thing you [your mother] did?”). The 4item Restriction for Health subscale assesses the mother’s tendency to limit her child’s eating out
of concerns about nutrition (e.g., “I believed if I did not guide or regulate my child’s eating, she
would eat too many junk foods”), and the 8-item Restriction for Weight Control subscale
assessed the mother’s tendency to limit her child’s eating due to weight concerns (e.g., “My
mother gave me small helpings at meals to control my weight”). Mothers and daughters
answered each question on a scale ranging from 0 (never or disagree) to 5 (always or agree). In
our sample, the two Restriction subscales were significantly correlated with each other (r = .53
for mothers, r = .47 for daughter, p < .001); thus, they were combined into a single Restrictive
Feeding scale in order to simplify analyses and accord with the majority of prior research on
feeding restriction (Baughcum et al., 2001; Birch et al., 2001). Items within each subscale (i.e.,
Feeding for Emotion Regulation and Restrictive Feeding) were averaged separately for mothers
and daughters to form two mother-report composites and two daughter-report composites, with
higher scores on each composite reflecting greater levels of the maternal feeding behavior. The
full measure is available in Appendix D. Using factor analysis, Musher-Eizenman and Holub
(2007) demonstrated the coherence of the three original subscales as well as a significant positive
correlation between the two restriction subscales (r = .34). The measure also demonstrated
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internal consistency and convergent validity with three related parental attitude scales (MusherEizenman & Holub, 2007). In the current sample, the restrictive feeding composite had good
internal consistency among mothers and daughters (α = .87-.88), as did the two component scales
(restriction for health and restriction for weight; α = .82-.87). The feeding for emotion regulation
scale had fair to good consistency in the current sample (α = .76 for adolescents, .85 for
mothers). See Table 1 for more detail.
Mother-daughter relationship quality: Positive (closeness) and negative (discord).
Mothers and daughters completed the Network of Relationships Inventory: Relationship Quality
Version (NRI-RQV; Buhrmester & Furman, 2008), a 30-item questionnaire that assesses an
adolescent or adult respondent’s relationship with a member of their social network (e.g., parent,
sibling, or friend). In this study, adolescents and mothers each reported on their relationship with
the other member of the dyad (i.e., daughter with mother, mother with daughter). The
questionnaire assesses 10 different relationship characteristics, five positive (approval,
companionship, emotional support, intimate disclosure, and satisfaction) and five negative
(conflict, criticism, dominance, exclusion, and pressure), with three items per relationship
characteristic. Respondents answer each question on a Likert-type scale from 0 (never or hardly
at all) to 4 (always or extremely much), and scales are scored by averaging the three relevant
items. The current study adopted the standard practice of computing composites for positive and
negative relationship qualities (i.e., closeness and discord) by averaging the five component
scales. The full measure is provided in Appendix E (Buhrmester & Furman, 2008).
Prior studies have demonstrated good to excellent internal consistency (α = .86–.94) of
the closeness and discord composites (Chow, Buhrmester, & Tan, 2014; Majd Ara, Talepasand,
& Rezaei, 2017). The 10 individual scales have also demonstrated adequate to good internal
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consistency (α = .60-.80; Hibbard & Buhrmester, 2010; Kenny, Dooley, & Fitzgerald, 2013). In
the current sample, internal consistency was excellent for the closeness composite (α = .92) and
good for the discord composite (α = .87 for adolescents, .84 for mothers). Internal consistency of
individual scales ranged from .54 to .91 (see Table 1 for more detail). In prior studies, the NRI–
RQV has demonstrated predictive validity with regard to attachment trajectories (Ruhl, Dolan, &
Buhrmester, 2015), and its factor analytic structure has been validated cross-culturally (DeRosier
& Kupersmidt, 1991).
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Chapter 3: Results
Preliminary Analyses
Missing data. After missing data were identified, Qualtrics survey responses were
reviewed to identify any cases or values that could be located and retrieved. Several data points
were recovered, having been omitted previously due to a software error in reading data
transferred from one file format to another. Still, several dyads were missing data on one or more
primary variables. One adolescent only completed part of the survey due to technical error,
resulting in missing adolescent data on childhood feeding and mother-daughter relationship
quality. An additional two adolescents only completed part of the survey (for unclear reasons not
specified in records), resulting in one adolescent missing data on disordered eating and both
adolescents missing data on feeding and mother-daughter relationship quality. A fourth dyad was
missing data on all parent-report variables (i.e., disordered eating, feeding, and mother-daughter
relationship) because the mother decided midway through the survey that she did not wish to
complete it. Five cases were missing adolescent age (used as a covariate) due to vague or
problematic input of date of birth, date of participation, or both. All missing data were handled
through pairwise deletion.
Descriptive statistics for all measures. Descriptive statistics for disordered eating,
maternal feeding, and mother-daughter relationship variables appear in Table 1, followed by a
qualitative description that further characterizes the sample. Statistics for a given measure or
scale represent all participants with non-missing data for that measure or scale (n = 97–99).
Internal consistencies were calculated for each scale and subscale; these are reported in the
preceding Measures section and listed in Table 1.
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Table 1
Descriptive Statistics for Primary Variables and Component Subscales (n = 97–99)
Construct/Variable

M

SD

Rangea

α

Disordered Eating (Dutch Eating Behavior Questionnare)
Adol. Restrained Eating

2.6

0.8

1.0–4.5

.85

Adol. Emotional Eating

2.3

0.7

1.0–4.5

.85

Mother Restrained Eating

2.9

0.7

1.0–4.5

.82

Mother Emotional Eating

2.6

0.7

1.2–4.2

.86

Maternal Feeding (Comprehensive Feeding Practices Questionnaire)
Restrictive Feeding
Adol.:
Mother:

2.2
2.2

0.8
0.7

1.0–4.8
1.0–4.1

.88
.87

Restriction for Health
Adol.:
Mother:

3.0
3.2

1.1
1.1

1.0–5.0
1.0–5.0

.86
.87

Restriction for Weight
Adol.:
Mother:

1.8
1.7

0.8
0.7

1.0–4.6
1.0–3.6

.87
.82

Feeding for Emotion Regulation
Adol.:
Mother:

1.9
1.9

0.7
0.8

1.0–3.7
1.0–5.0

.76
.85

Parent-Child Relationship Quality (Network of Relationships Inventory)
Approval
Adol.:
Mother:

3.8
3.9

0.8
0.7

1.3–5.0
2.0–5.0

.68
.79

Adol.:
Mother:

3.3
3.5

0.9
0.8

1.3–4.7
1.3–5.0

.67
.68

Adol.:
Mother:

3.0
3.5

1.1
0.9

1.0–5.0
1.0–5.0

.85
.81

Intimate Disclosure
Adol.:
Mother:

2.6
3.2

1.1
1.0

1.0–5.0
1.0–5.0

.84
.88

Companionship

Emotional Support
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Table 2 (continued)
M

SD

Rangea

α

3.9
3.7

1.0
0.8

1.3–5.0
1.3–5.0

.91
.88

3.3
3.5

0.8
0.7

1.4–4.9
1.9–5.0

.92
.92

Adol.:
Mother:

2.7
2.5

1.0
0.9

1.0–5.0
1.0–5.0

.89
.87

Adol.:
Mother:

1.6
2.0

0.7
0.8

1.0–3.7
1.0–3.7

.79
.79

Adol.:
Mother:

3.0
3.2

0.7
0.7

1.0–5.0
1.0–5.0

.54
.60

Adol.:
Mother:

2.0
1.8

0.8
0.7

1.0–4.7
1.0–4.3

.68
.70

Adol.:
Mother:

2.4
2.9

0.9
0.7

1.0–4.3
1.0–5.0

.78
.64

Construct/Variable
Satisfaction
Adol.:
Mother:
Total Positive (Closeness)
Adol.:
Mother:
Conflict

Criticism

Dominance

Exclusion

Pressure

Total Negative (Discord)

a

Adol.:
Mother:

2.4
2.5

0.6
0.5

1.1–3.7
1.1–3.5

.87
.84

Observed

range.

On average, adolescents and mothers reported moderate levels of restrained and
emotional eating, with a mean response between seldom and sometimes. Regarding maternal
feeding during childhood, mothers and daughters shared similar mean recollections, with
averages for both emotional feeding and restrictive feeding falling near rarely. On average, both
mothers and daughters recalled restriction occurring more often on the basis of health concerns
than weight concerns; t(98) = 14.7 (mothers), t(96) = 11.7 (daughters), p < .001. For both
mothers and daughters, the mean rating of closeness (positive qualities) fell between somewhat
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and very much, and the mean rating of discord (negative qualities) fell between seldom and
sometimes.
Demographics and primary variables. Associations were examined between primary
and demographic variables, including adolescent ethnicity, maternal education, household
income, maternal age, maternal BMI, adolescent age, and adolescent BMI percentile (see
Appendix F). Adolescent age was significantly correlated with several primary variables (with
small to moderate effect sizes), including positive correlations with adolescents’ own restrained
and emotional eating, their own reports of restrictive and emotional feeding, and maternal reports
of discord. Adolescent age also had a significant negative relationship to adolescent reports of
closeness (i.e., older adolescents reported lower closeness). Maternal age was positively
correlated with adolescent restrained and emotional eating (a small effect), as well as negatively
correlated with maternal reports of closeness (i.e., older mothers reported lower closeness; small
effect). Adolescent BMI percentile was positively correlated with maternal reports of restrictive
feeding (moderate effect size). Household income and maternal BMI were positively correlated
with maternal reports of closeness (small effect sizes). In one-way ANOVAs, ethnicity (White,
African American, or other) was significantly associated with two primary variables: adolescent
restrained eating, F(2, 95) = 5.23, p < .01, and adolescent reports of restrictive feeding, F(2, 93)
= 4.44, p < .05. Those of other/mixed ethnicities reported significantly higher levels of restrained
eating than White or Black adolescents, p < .01, and adolescents of other/mixed ethnicities
recalled significantly more restrictive feeding practices than White adolescents, p < .05.
Adolescent age was selected as a covariate for two primary reasons. First, adolescent age
has shown consistent positive associations with disordered eating behaviors in prior research
(Bartholdy et al., 2017; Klump, Culbert, O’Connor, Fowler, & Burt, 2017), whereas other
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demographic variables, such as ethnicity and BMI, have shown less consistent associations with
adolescent disordered eating (Jacobi et al., 2004; Levinson & Brosof, 2016; Tremblay &
Lariviere, 2009). Second, in this study, adolescent age was indeed associated with adolescent
disordered eating and several other study variables.
Partial correlations: Maternal eating, adolescent eating, feeding, and parenting.
Partial correlations among study variables (controlling for age) were computed and split into
three groups: within-mother (mother report with mother report), within-adolescent (adolescent
report with adolescent report), and across-informants (mother report with adolescent report).
Table 2 displays within-informant partial correlations, with mother-report correlations shown
above the diagonal and adolescent-report correlations shown below the diagonal. Table 3
displays across-informant correlations, with rows representing adolescent-report variables and
columns representing mother-report variables.
As seen in Table 2, 19 out of 30 within-informant correlations were significant. The
strongest within-informant correlations were among restrained eating, emotional eating,
restrictive feeding, and emotional feeding, which were all positively related to one another for
both mothers and adolescents. Closeness was not related to any of the variables for adolescents,
but mothers who reported greater levels of emotional eating also reported lower levels of
closeness with their daughters. Mother-reported discord in their relationship with their daughter
was related to their own restrictive and emotional eating habits. Interestingly, daughters’ reports
of discord with their mothers were related to their own restrictive and emotional eating habits, as
well as their recollections of their mothers’ restrictive and emotional feeding behaviors with
them when they were young.
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Table 2
Within-Informant Correlations on Primary Variables, Controlling for Teen Age (n = 94 for mothers, 95 for teens)
Restrained eating
(self)

Emotional eating
(self)

Restrictive
feeding

Emotional
feeding

Closeness

Discord

Restrained eating (self)

--

.85***

.34**

.34**

-.12

.23*

Emotional eating (self)

.85***

--

.34**

.29**

-.30**

.21*

Restrictive feeding

.47***

.35**

--

.28**

-.11

.19

Emotional feeding

.59***

.54***

.35**

--

-.04

.17

-.04

-.15

.19

-.03

--

-.13

.30**

-.18

--

Closeness

Discord
.39***
.43***
.33**
Note. Mother report is red (above diagonal); teen report is yellow (below diagonal).
*p < .05. **p < .01. ***p < .001.

Table 3
Between-Informant Correlations on Primary Variables, Controlling for Teen Age (n = 94)
Restrained
eating

Emotional
eating

Restrictive
feeding

Emotional
feeding

Closeness

Discord

Mother report
.18

.16

.02

.19

-.15

.16

Emotional eating

.09

.11

-.06

.19

-.20

.17

.11

.09

.27*

.08

-.07

.08

.14

.15

-.01

.29**

-.13

.05

-.06

-.12

.05

-.07

.36***

-.07

Discord
.09
*p < .05. **p < .01. ***p < .001

.11

.03

.22*

-.09

.30**

Restrictive
feeding
Emotional feeding
Closeness

Adolescent report

Restrained eating
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For the across informant correlations, only 5 out of 36 correlations were statistically
significant (see Table 3). Four of these significant correlations were within-construct (i.e.,
mothers and daughters reporting on the same construct), representing moderately strong
agreement between mothers and adolescents about childhood feeding behaviors and the motherdaughter relationship quality. Additionally, greater maternal recollections of feeding for emotion
regulation were associated with adolescent reports of a more negative or discordant parentadolescent relationship.
Regarding study hypotheses, Hypothesis 1 posited that mothers’ self-reports of
disordered eating would be significantly, positively correlated with adolescents’ self-reports of
disordered eating. As seen in Table 2, this hypothesis was not supported for either restrained or
emotional eating. Partial support was found for Hypothesis 2, which predicted significant,
positive associations between maternal restrained eating and restrictive feeding, when restrictive
feeding was recalled by both mothers (within-informant) and daughters (across-informant). In
fact, mothers’ reports of restrained eating were associated with their own, but not their
daughter’s, recollections of restrictive feeding. A similar pattern was found for Hypotheses 2c
and 2d, with significant correlations within informants but not across informants. Specifically,
mothers’ reports of emotional eating were positively associated with their own, but not their
daughter’s, recollections of emotional feeding. Hypothesis 3 received a similar pattern of partial
support. Hypotheses 3a and 3b predicted that restrictive feeding would show significant positive
associations with adolescent restrained eating; in fact, adolescents’ restrained eating was
positively correlated with their own recollections of restrictive feeding but not their mothers’
recollections. Following the same pattern, Hypotheses 3e and 3f predicted that feeding for
emotion regulation would be positively correlated with adolescents’ emotional eating. In fact,
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adolescents’ emotional eating was associated with their own perceptions of emotional feeding
but not their mothers’ perceptions. Though this relationship was not hypothesized, adolescents’
emotional eating was also associated with their own perceptions of restrictive feeding (but not
their mothers’ perceptions).
Regarding the mother-daughter relationship quality (i.e., closeness and discord), the study
hypotheses pertained only to moderation, but a few associations deserve note. Mother and
daughter perceptions of the relationship quality showed moderate, positive correlations with each
other (see Table 2). Within and across informants, closeness showed no significant associations
with discord. Within informants, small to moderate associations were found between motheradolescent relationship dimensions and several feeding and eating behaviors. Specifically, both
adolescent and mother reports of greater discord were associated with greater self-reports of
restrained and emotional eating. In addition, adolescent reports of more discord were associated
with greater recollections of restrictive and emotional feeding during childhood. For mothers,
perceiving greater closeness with their daughter was associated with lower maternal self-reports
of emotional eating.
Primary Analyses: Conditional Process Models
Primary analyses were conducted using SPSS (Version 25.0) and Version 3 of the SPSS
PROCESS macro (Hayes, 2018), a statistical software tool for examining complex relationships
among multiple variables using ordinary least squares linear regression. PROCESS uses
bootstrapping to estimate the sampling distribution and parameters of interest; the default of
5,000 bootstrap samples was used. Of the available templates in PROCESS, Models 14 and 58
were selected because they corresponded to the moderated mediation models proposed in this
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study. In models where the interaction term was non-significant, Model 4 was then used to test
simple mediation.
To reduce model complexity, the overall conceptual model was broken down into eight
separate models, with each model examining different components or variants of the overall
conceptual model. Each of the eight models included one type of disordered feeding and eating
(restrictive or emotional), one moderator (positive relationship features [closeness] or negative
relationship features [discord]), and one informant on childhood feeding and parenting
(adolescent or mother). Figure 2 on the next page depicts these eight models. Results of each
model are presented sequentially below.
Model A. PROCESS Template 14 was used to analyze Model A. Mother and adolescent
restrained eating were entered as the independent (X) and outcome (Y) variables, respectively.
Adolescent-reported restrictive feeding was entered as the mediator (M) variable, and adolescentreported closeness (positive relationship qualities) was entered as the moderator (W) variable.
Adolescent age was entered as a covariate. Referring back to the intercorrelations among these
variables (see Tables 2 and 3), the only significant association was a positive correlation between
adolescent reports of restrictive feeding (M) and restrained eating (Y).
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Model A

Model B

Model C

Model D

Model E

Model F

Model G

Model H

Figure 2. Conditional process models. Each model examines the direct and indirect effects of a particular
maternal disordered eating behavior (restrained or emotional eating) on the corresponding adolescent eating
behavior, mediated by recollections (adolescent or mother) of feeding style and moderated by the same
informant’s perceptions of positive or negative relationship quality (closeness or discord).
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Parameter estimates and results of significance testing are presented in Table 4 (see Model A.1).
The model explained 40% of the variance in adolescent restrained eating, R2 = .40, F(5,88) =
12.0, p < .001). The direct effect of maternal restrained eating on adolescent restrained eating
was not significant, t = 1.21, p = .23. Bootstrapped estimates revealed a non-significant
moderated mediation effect (i.e., conditional indirect effect), b = 0.004, SE = 0.02, 95% CI [0.04, 0.04]. At high (84th percentile), medium (50th percentile), and low (16th percentile) levels of
closeness, there was not a significant indirect effect of maternal restrained eating on adolescent
restrained eating (i.e., 95% confidence intervals included zero).
Because the interaction term was not significant, a simple mediation model was run with
the interaction term omitted and the moderator included as a covariate. PROCESS Template 4
was used to test this model, and results are presented in Table 4 (see Model A.2). This model
explained 40% of the variance in adolescent restrained eating, R2 = .40, F(4,89) = 15.09, p <
.001. The direct effect of maternal restrained eating on adolescent restrained eating was not
significant, t = 1.30, p = .20. Similarly, bootstrapped estimates revealed that the indirect effect
was not significant, b = 0.06, SE = 0.05, 95% CI [-0.06, 0.31]. However, path b became
significant —that is, there was a significant path from adolescent reports of restrictive child
feeding (M) to adolescent restrained eating (Y).
Model B. Model B was identical to Model A except that the mediator and moderator
variables (i.e., restrictive feeding and closeness) were reported by the mother rather than the
adolescent. PROCESS Template 14 was selected, and variables were entered as described for
Model A. Referring back to the intercorrelations among these variables (see Tables 2 and 3), the
only significant association was a positive correlation between maternal reports of restrained
eating (X) and restrictive feeding (M).
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Table 4
Results for Model A (n = 94): Restrained/Restrictive Eating and Feeding, Mother-Daughter Closeness, Adolescent Report
Model A.1 (Moderated Mediation)

Antecedent
X (mother restrained eating)
M (restrictive feeding, adol. report)
W (closeness, adol. report)
M*W
Covariate (adol. age)
Constant

Consequent
M (restrictive feeding, adol. report)
Y (adol. restrained eating)
Coeff. (b)
SE
p
Coeff. (b)
SE
p
0.12
0.11
0.3
0.12
0.10
.23
---0.32
0.40
.43
----0.19
0.27
.47
---0.03
0.11
.76
0.07*
0.03
.04
0.11***
0.03
<.001
0.86
0.59
.15
0.25
1.11
.82
R2 = .06
F(2,91) = 2.67, p = .08
Model A.2 (Simple Mediation)

R2 = .40***
F(5,88) = 11.97, p < .001

Consequent
M (restrictive feeding, adol. report)
Y (adol. restrained eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother restrained eating)
0.13
0.11
.25
0.12
.09
.20
M (restrictive feeding, adol. report)
---0.43***
.09
<.001
Covariate 1 (adol. age)
0.08*
0.03
.02
.11***
.03
<.001
Covariate 2 (closeness, adol. report)
0.18
0.10
.07
-.12
.08
.17
Constant
0.07
0.73
.93
-0.04
0.60
.95
2
2
R = .09*
R = .40***
F(3,90) = 2.95, p = .04
F(4,89) = 15.09, p < .001
Note. Regression coefficients are unstandardized.
*p < .05. **p < .01. ***p < .001.
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Table 5 displays parameter estimates and results of significance testing (see Model B.1). The
model explained 25% of the variance in adolescent restrained eating, R2 = .25, F(5,88) = 5.98, p
< .001. The direct effect of maternal restrained eating on adolescent restrained eating was not
significant, t = 1.66, p = .10. Bootstrapped estimates revealed a non-significant moderated
mediation effect, b = -0.005, SE = 0.06, 95% CI [-0.11, 0.12]. At high, medium, and low levels
of closeness, there was not a significant indirect effect of maternal restrained eating on
adolescent restrained eating (i.e., all three 95% confidence intervals included zero). However,
path a (XàM) was significant; that is, there was a significant path from maternal restrained
eating to maternal reports of restrictive child feeding.
Because the interaction term was not significant, a simple mediation model was run with
the interaction term omitted and the moderator included as a covariate. PROCESS Template 4
was used to test this model, and results are presented in Table 5 (see Model B.2). The overall
model explained 25% of the variance in adolescent restrained eating, R2 = .25, F(4,89) = 7.56, p
< .001. The direct effect of maternal restrained eating on adolescent restrained eating was not
significant, t = 1.67, p = .09. Similarly, bootstrapped estimates revealed that the indirect effect
was not significant, b = -0.02, SE = 0.04, 95% CI [-0.11, 0.06] but path a (XàM) was still
significant.
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Table 5
Results for Model B (n = 94): Restrained/Restrictive Eating and Feeding, Mother-Daughter Closeness, Mother Report
Model B.1 (Moderated Mediation)
Consequent
M (restrictive feeding, mother report)
Y (adol. restrained eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother restrained eating)
0.38***
0.11
<.001
0.19
0.11
.10
M (restrictive feeding, mother report)
----0.01
0.49
.98
W (closeness, mother report)
----0.12
0.33
.72
M*W
---0.03
0.11
.76
Covariate (adol. age)
-.002
0.03
.95
0.14***
0.03
<.001
Constant
1.16*
0.57
.046
0.52
1.39
.72
R2 = .12**
R2 = .25***
F(2,91) = 5.99, p = .004
F(5,88) = 5.98, p < .001
Model B.2 (Simple Mediation)
Consequent
M (restrictive feeding, mother report)
Y (adol. restrained eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother restrained eating)
0.37**
0.11
.001
0.19
0.11
.10
M (restrictive feeding, mother report)
----0.06
0.10
.58
Covariate 1 (adol. age)
-0.01
0.03
.80
0.14***
0.03
<.001
Covariate 2 (closeness, mother report)
-0.08
0.12
.50
-0.14
0.11
.19
Constant
1.55
0.82
.06
0.62
0.79
.43
R2 = .12**
R2 = .25***
F(3,90) = 4.12, p = .009
F(4,89) = 7.56, p < .001
Note. Regression coefficients are unstandardized.
*p < .05. **p < .01. ***p < .001.
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Model C. PROCESS Template 58 was used to analyze Model C. As in Models A and B,
mother and adolescent restrained eating were the X and Y variables, and adolescent reports of
restrictive feeding was the mediator (M) variable. However, in Model C the moderator (W) was
adolescent reports of discord (negative relationship qualities), and it was permitted to moderate
both sides of the indirect pathway, XàM (path a) and MàY (path b). Adolescent age was
entered as a covariate. Referring back to the intercorrelations among these variables (see Tables
2 and 3), three variables showed significant, positive correlations with one another: adolescentreported restrictive feeding (M), adolescent-reported discord (W), and adolescent restrained
eating (Y).
Parameter estimates and results of significance testing are presented in Table 6 (see
Model C.1). The model explained 44% of the variance in adolescent restrained eating, R2 = .44,
F(5,88) = 13.8, p < .001). The direct effect of maternal restrained eating on adolescent restrained
eating was not significant, t = 1.28, p = .20. PROCESS does not report the overall moderated
mediation effect for template 58; however, it produces estimates of indirect effects at high,
medium, and low levels of the moderator. At all three levels of discord, there was not a
significant indirect effect of maternal restrained eating on adolescent restrained eating (i.e., 95%
confidence intervals included zero). Moreover, the interaction term X*W was not a significant
predictor of the mediator, and the interaction term M*W was not a significant predictor of the
outcome variable. Thus, adolescent ratings of discord did not significantly moderate path a or b
of the indirect pathway.
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Table 6
Results for Model C (n = 94): Restrained/Restrictive Eating and Feeding, Mother-Daughter Discord, Adolescent Report
Model C.1 (Moderated Mediation)
Consequent
M (restrictive feeding, adol. report)
Y (adol. restrained eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother restrained eating)
0.36
0.46
.43
0.12
0.09
.20
M (restrictive feeding, adol. report)
---0.36
0.32
.26
W (discord, adol. report)
0.72
0.54
.19
0.33
0.26
.21
X*W
-0.12
0.19
.54
---M*W
----0.01
0.12
.95
Covariate (adol. age)
0.04
0.03
.29
0.10***
0.03
<.001
Constant
-0.26
1.33
.84
-0.80
0.74
.28
2
2
R = .15**
R = .44***
F(4,89) = 3.94, p = .006
F(5,88) = 13.77, p < .001
Model C.2 (Simple Mediation)
Consequent
M (restrictive feeding, adol. report)
Y (adol. restrained eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother restrained eating)
0.09
0.11
.42
0.12
0.09
.19
M (restrictive feeding, adol. report)
---0.34***
0.09
<.001
Covariate 1 (adol. age)
0.04
0.03
.27
0.10
0.03
<.001
Covariate 2 (discord, adol. report)
0.40**
0.13
.01
0.31**
0.11
.01
Constant
0.46
0.58
.43
-0.76
0.48
.12
2
2
R = .15**
R = .44***
F(3,90) = 5.16, p = .002
F(4,89) = 17.41, p < .001
Note. Regression coefficients are unstandardized.
*p < .05. **p < .01. ***p < .001.
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Because the interaction terms were not significant, a simple mediation model was run
with the interaction terms omitted and the moderator included as a covariate. PROCESS
Template 4 was used to test this model, and results are presented in Table 7 (see Model C.2).
This model explained 44% of the variance in adolescent restrained eating, R2 = .44, F(4,89) =
17.41, p < .001. The direct effect of maternal restrained eating on adolescent restrained eating
was not significant, t = 1.31, p = .19. Similarly, bootstrapped estimates revealed that the indirect
effect was not significant, b = 0.03, SE = 0.04, 95% CI [-0.05, 0.12]. However, path b (MàY)
became significant; that is, adolescent-reported restrictive feeding was a significant predictor of
adolescent restrained eating. Moreover, adolescent reports of mother-daughter discord (now a
covariate) became a significant predictor of both restrictive feeding (M) and adolescent
restrained eating (Y).
Model D. Model D was identical to Model C except that the mediator and moderator
variables (i.e., restrictive feeding and discord) were reported by the mother rather than the
adolescent. PROCESS Template 58 was selected, and variables were entered as described for
Model C. Referring back to the intercorrelations among these variables (see Tables 2 and 3),
maternal restrained eating (X) was significantly, positively correlated with mother reports of both
restrictive feeding (M) and discord (W).
Table 7 displays parameter estimates and results of significance testing (see Model D.1).
The overall mother-report model explained 25% of the variance in adolescent restrained eating,
R2 = .25, F(5,88) = 5.98, p < .001. The direct effect of maternal restrained eating (X) on
adolescent restrained eating (Y) was not significant, t = 1.54, p = .13. At all three levels of
discord, there was not a significant indirect effect of maternal restrained eating on adolescent
restrained eating (i.e., 95% confidence intervals included zero). Moreover, the interaction term
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X*W was not a significant predictor of the mediator, and the interaction term M*W was not a
significant predictor of the outcome variable. Thus, mother ratings of discord did not
significantly moderate path a or b of the indirect pathway.
Because the interaction terms were not significant, a simple mediation model was run
with the interaction terms omitted and the moderator included as a covariate. PROCESS
Template 4 was used to test this model, and results are presented in Table 7 (see Model D.2).
This model explained 25% of the variance in adolescent restrained eating, R2 = .25, F(4,89) =
7.51, p < .001. The direct effect of maternal restrained eating on adolescent restrained eating was
not significant, t = 0.17, p = .13. Similarly, bootstrapped estimates revealed that the indirect
effect was not significant, b = -0.02, SE = 0.04, 95% CI [-0.10, 0.05]; however, path a (XàM)
was now significant. That is, there was a significant path from maternal restrained eating to
restrictive feeding recalled by mothers.
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Table 7
Results for Model D (n = 94): Restrained/Restrictive Eating and Feeding, Mother-Daughter Discord, Mother Report
Model D.1 (Moderated Mediation)
Consequent
M (restrictive feeding, mother report)
Y (adol. restrained eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother restrained eating)
0.24
0.49
.63
0.18
0.11
.13
M (restrictive feeding, mother report)
---0.14
0.51
.78
W (discord, mother report)
0.03
0.60
.96
0.34
0.45
.45
X*W
0.04
0.20
.82
---M*W
----0.08
0.20
.69
Covariate (adol. age)
-0.003
0.03
.93
0.15***
0.03
<.001
Constant
1.16
1.43
.42
-.83
1.23
.50
2
2
R = .13*
R = .25***
F(4,89) = 3.36, p = .005
F(5,88) = 5.98, p < .001
Model D.2 (Simple Mediation)
Consequent
M (restrictive feeding, mother report)
Y (adol. restrained eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother restrained eating)
0.35**
0.11
<.01
0.17
0.11
.13
M (restrictive feeding, mother report)
----0.06
0.10
.54
Covariate 1 (adol. age)
-0.004
0.03
.89
0.15***
0.03
<.001
Covariate 2 (discord, mother report)
0.17
0.14
.23
0.17
0.13
.22
Constant
0.86
0.62
.17
-0.40
0.60
.51
2
2
R = .13**
R = .25***
F(3,90) = 4.50, p = .005
F(4,89) = 7.51, p < .001
Note. Regression coefficients are unstandardized.
*p < .05. **p < .01. ***p < .001.
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Model E. PROCESS Template 14 was used to analyze Model E. Mother and adolescent
emotional eating were entered as the independent (X) and outcome (Y) variables, respectively.
Adolescent-reported emotional feeding was entered as the mediator (M) variable, and adolescentreported closeness was entered as the moderator (W) variable. Adolescent age was entered as a
covariate. Referring back to the intercorrelations among these variables (see Tables 2 and 3), the
only significant association was a positive correlation between adolescent reports of emotional
feeding (M) and emotional eating (Y).
Table 8 displays parameter estimates and results of significance testing (see Model E).
The model explained 44% of the variance in adolescent restrained eating, R2 = .44, F(5,88) =
13.6, p < .001). The direct effect of maternal restrained eating on adolescent restrained eating
was not significant, t = .45, p = .66. Bootstrapped estimates revealed a non-significant moderated
mediation effect (i.e., conditional indirect effect), b = -0.05, SE = 0.04, 95% CI [-0.04, 0.04]. At
high, medium, and low levels of closeness, there was not a significant indirect effect of maternal
emotional eating on adolescent emotional eating (i.e., 95% confidence intervals included zero).
However, both emotional feeding and closeness (M and W) had a significant main effect on
adolescent emotional eating. Moreover, the path from M*W to Y was significant; that is, there
was a significant interaction between emotional feeding and a positive mother-daughter
relationship in predicting adolescent emotional eating, F(1,88) = 7.96, p = .006. Specifically, the
path from emotional feeding to emotional eating was significant when adolescents rated positive
relationship features as low (b = .64, SE = .10, p < .001) or medium (b = .38, SE = .08, p < .001),
but not high (b = .15, SE = .13, p = .26). See Figure 3 for a depiction of this interaction.
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Table 8
Results for Model E (n = 94): Emotional Eating and Feeding, Mother-Daughter Closeness, Adolescent Report
Model E (Moderated Mediation)
Consequent
M (emotional feeding, adol. report)
Y (adol. emotional eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother emotional eating)
0.15
0.11
.16
0.04
0.08
.66
M (emotional feeding, adol. report)
-1.38***
0.33
<.001
W (closeness, adol. report)
-0.50*
0.23
.03
M*W
--0.30**
0.11
<.01
Covariate (adol. age)
0.08*
0.03
.01
0.06*
0.02
.02
Constant
0.36
0.55
.51
-1.14
0.90
.21
2
2
R = .09*
R = .44***
F(2,91) = 4.24, p = .02
F(5,88) = 13.60, p < .001
Note. Regression coefficients are unstandardized.
*p < .05. **p < .01. ***p < .001.
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Figure 3. Adolescent emotional eating as a function of emotional feeding and positive motherdaughter relationship (Closeness)
Model F. Model F was identical to Model E except that the mediator and moderator
variables (i.e., emotional feeding and closeness) were reported by the mother rather than the
adolescent. PROCESS Template 14 was selected, and variables were entered as described for
Model E. Referring back to the intercorrelations among these variables (see Tables 2 and 3),
maternal emotional eating (X) was significantly associated with maternal reports of both
emotional feeding (M) and closeness (W), with a negative relationship between maternal
emotional eating and closeness.
Table 9 displays parameter estimates and results of significance testing (see Model F.1).
The overall mother-report model explained 19% of the variance in adolescent emotional eating,
R2 = .19, F(5,88) = 4.13, p = .002. The direct effect of maternal emotional eating on adolescent
emotional eating was not significant, t = -0.03, p = .98. Bootstrapped estimates revealed a nonsignificant moderated mediation effect, b = 0.03, SE = 0.05, 95% CI [-0.08, 0.14]. At high,
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medium, and low levels of closeness, there was not a significant indirect effect of maternal
emotional eating on adolescent emotional eating (i.e., all three 95% confidence intervals
included zero). However, path a (XàM) was significant; that is, there was a significant path
from maternal emotional eating to emotional feeding, recalled by mothers.
Because the interaction term was not significant, a simple mediation model was run with
the interaction term omitted and the moderator included as a covariate. PROCESS Template 4
was used to test this model, and results are presented in Table 9 (see Model F.2). This model
explained 19% of the variance in adolescent emotional eating, R2 = .19, F(4,89) = 5.11, p < .001.
The direct effect of maternal restrained eating on adolescent restrained eating was not significant,
t = -0.02, p = .98. Similarly, bootstrapped estimates revealed that the indirect effect was not
significant, b = 0.05, SE = 0.03, 95% CI [-0.001, 0.12]. As in the moderated mediation model,
path a was significant.
Model G. PROCESS Template 14 was used to analyze Model G. As in Models E and F,
mother and adolescent emotional eating were the X and Y variables, and adolescent reports of
emotional feeding was the mediator (M) variable. However, in Model G the moderator (W) was
adolescent reports of mother-daughter discord. Adolescent age was entered as a covariate.
Referring back to the intercorrelations among these variables (see Tables 2 and 3), adolescent
reports of both emotional feeding (M) and discord (W) were significantly, positively correlated
with adolescent emotional eating (Y).
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Table 9
Results for Model F (n = 94): Emotional Eating and Feeding, Mother-Daughter Closeness, Mother Report
Model F.1 (Moderated Mediation)
Consequent
M (emotional feeding, mother report)
Y (adol. emotional eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother emotional eating)
0.34**
0.60
<.01
-0.003
0.10
.98
M (emotional feeding, mother report)
----0.13
0.48
.79
W (closeness, mother report)
----0.33
0.27
.22
M*W
---0.08
0.13
.56
Covariate (adol. age)
0.01
0.03
.80
0.08**
0.03
<.01
Constant
0.90
0.60
.14
2.01
1.18
.09
R2 = .09*
R2 = .19**
F(2,91) = 4.24, p = .02
F(5,88) = 4.13, p < .01
Model F.2 (Simple Mediation)
Consequent
M (emotional feeding, mother report)
Y (adol. emotional eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother emotional eating)
0.36**
0.12
<.01
-0.003
0.10
.98
M (emotional feeding, mother report)
---0.15
0.08
.08
Covariate 1 (adol. age)
0.01
0.04
.69
0.08**
0.03
<.01
Covariate 2 (closeness, mother report)
0.07
0.13
.62
-0.19
0.11
.08
Constant
0.53
0.95
.57
1.48
0.75
.05
R2 = .09*
R2 = .19***
F(3,90) = 2.89, p = .04
F(4,89) = 5.11, p < .001
Note. Regression coefficients are unstandardized.
*p < .05. **p < .01. ***p < .001.
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Parameter estimates and results of significance testing are presented in Table 10 (see
Model G.1). The model explained 43% of the variance in adolescent restrained eating, R2 = .43,
F(5,88) = 13.4, p < .001). The direct effect of maternal restrained eating (X) on adolescent
restrained eating (Y) was not significant, t = .16, p = .66. Bootstrapped estimates revealed a nonsignificant moderated mediation effect (i.e., conditional indirect effect), b = 0.009, SE = 0.03,
95% CI [-0.05, 0.07]. At high, medium, and low levels of discord, there was not a significant
indirect effect of maternal emotional eating on adolescent emotional eating (i.e., 95% confidence
intervals included zero).
Because the interaction term was not significant, a simple mediation model was run with
the interaction term omitted and the moderator included as a covariate. PROCESS Template 4
was used to test this model, and results are presented in Table 10 (see Model G.2). This model
explained 43% of the variance in adolescent emotional eating, R2 = .43, F(4,89) = 16.88, p <
.001. The direct effect of maternal restrained eating on adolescent restrained eating was not
significant, t = 0.05, p = .89. Similarly, bootstrapped estimates revealed that the indirect effect
was not significant, b = 0.05, SE = 0.05, 95% CI [-0.04, 0.13]. However, path b (MàY) became
significant —that is, there was a significant path from adolescent recollections of emotional
feeding to adolescent emotional eating. Moreover, discord (now a covariate) became a
significant predictor of adolescent emotional eating (Y).
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Table 10
Results for Model G (n = 94): Emotional Eating and Feeding, Mother-Daughter Discord, Adolescent Report
Model G.1 (Moderated Mediation)
Consequent
M (emotional feeding, adol. report)
Y (adol. emotional eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother emotional eating)
0.15
0.11
.16
0.01
0.08
.88
M (emotional feeding, adol. report)
---0.25
0.34
.46
W (discord, adol. report)
---0.21
0.25
.40
M*W
---0.06
0.13
.66
Covariate (adol. age)
0.08
0.03
.01*
0.04
0.02
.08
Constant
0.36
0.55
.51
0.39
0.71
.58
R2 = .09*
R2 = .43***
F(2,91) = 4.24, p = .02
F(5,88) = 13.42, p < .001
Model G.2 (Simple Mediation)
Consequent
M (emotional feeding, adol. report)
Y (adol. emotional eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother emotional eating)
0.12
0.10
.25
0.01
0.08
.89
M (emotional feeding, adol. report)
---0.40***
0.08
<.001
Covariate 1 (adol. age)
0.05
0.03
.10
0.04
0.02
.08
Covariate 2 (discord, adol. report)
0.34**
0.13
<.01
0.32**
0.10
<.01
Constant
0.03
0.54
.95
0.14
0.41
.74
R2 = .15**
R2 = .43**
F(3,90) = 5.44, p < .01
F(4,89) = 16.88, p < .001
Note. Regression coefficients are unstandardized.
*p < .05. **p < .01. ***p < .001.
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Model H. Model H was identical to Model G except that the mediator and moderator
variables (i.e., emotional feeding and discord) were reported by the mother rather than the
adolescent. PROCESS Template 14 was selected, and variables were entered as described for
Model G. Referring back to the intercorrelations among these variables (see Tables 2 and 3),
three variables showed significant, positive intercorrelations with one another: maternal
emotional eating (X), mother-reported emotional feeding (M), and mother-reported discord (W).
Table 11 displays parameter estimates and results of significance testing (see Model H.1).
The overall mother-report model explained 18% of the variance in adolescent emotional eating,
R2 = .18, F(5,88) = 3.77, p < .01. The direct effect of maternal restrained eating on adolescent
restrained eating was not significant, t = 0.25, p = .80. At all three levels of discord, there was
not a significant indirect effect of maternal emotional eating on adolescent emotional eating (i.e.,
95% confidence intervals included zero). Similarly, bootstrapped estimates revealed that the
indirect effect was not significant, b = 0.03, SE = 0.06, 95% CI [-0.07, 0.17].
Because the interaction term was not significant, a simple mediation model was run with
the interaction term omitted and the moderator included as a covariate. PROCESS Template 4
was used to test this model, and results are presented in Table 11 (see Model H.2). This model
explained 18% of the variance in adolescent emotional eating, R2 = .18, F(5,88) = 3.77, p = .004.
The direct effect of maternal emotional eating on adolescent emotional eating was not
significant, t = 0.25, p = .80. Similarly, bootstrapped estimates revealed that the indirect effect
was not significant, b = 0.03, SE = 0.06, 95% CI [-0.07, 0.17]. However, path a (XàM) became
significant —that is, there was a significant path from maternal emotional eating to mothers’
recollections of emotional feeding.
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Table 11
Results for Model H (n = 94): Emotional Eating and Feeding, Mother-Daughter Discord, Mother Report
Model H.1 (Moderated Mediation)
Consequent
M (emotional feeding, mother. report)
Y (adol. emotional eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother emotional eating)
0.34**
0.12
.005
-0.003
0.10
.98
M (emotional feeding, mother report)
----0.13
0.48
.79
W (discord, mother report)
----0.33
0.27
.22
M*W
---0.08
0.13
.56
Covariate (adol. age)
0.01
0.03
.80
0.08**
0.03
.005
Constant
0.90
0.60
.14
2.01
1.18
.09
R2 = .09*
R2 = .19**
F(2,91) = 4.24, p = .02
F(5,88) = 4.13, p = .002
Model H.2 (Simple Mediation)
Consequent
M (emotional feeding, mother report)
Y (adol. emotional eating)
Antecedent
Coeff. (b)
SE
p
Coeff. (b)
SE
p
X (mother emotional eating)
0.36**
0.12
.005
-0.003
0.10
.98
M (emotional feeding, mother report)
---0.15
0.08
.08
Covariate 1 (adol. age)
0.01
0.04
.69
0.08**
0.03
.004
Covariate 2 (discord., mother report)
0.07
0.13
.62
-0.19
0.11
.08
Constant
0.53
0.95
.57
1.48
0.75
.05
R2 = .09*
R2 = .19***
F(3,90) = 2.88, p = .04
F(4,89) = 5.11, p < .001
Note. Regression coefficients (b) are unstandardized.
*p < .05. **p < .01. ***p < .001.
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Chapter 4: Discussion
In recent decades, considerable attention has been devoted to understanding the role of
maternal influences in the development and maintenance of adolescent eating pathology (Chow
& Tan, 2018; Farrow, Haycraft, & Blissett, 2015; Haycraft & Blissett, 2010; Pike & Rodin,
1991; R. Rodgers & Chabrol, 2009; Rodgers et al., 2014; Satter, 1986). Several maternal factors
have received empirical attention, including modeling (Pike & Rodin, 1991), feeding practices
(Farrow et al., 2015; Satter, 1986), and the overall mother-adolescent relationship quality
(Blodgett Salafia et al., 2014; Haines et al., 2016). Much less research, however, has explored the
interplay of these factors, an important step in understanding the complex developmental
pathways involved in disordered eating. The current study sought to clarify and expand on
existing knowledge by examining the interplay of several maternal factors in relation to two
categories of disordered eating—restrained and emotional—in adolescent girls. It was
hypothesized that maternal eating behaviors and child feeding patterns would be directly
associated with corresponding eating behaviors in the adolescent daughter; that an additional,
indirect pathway would link mothers’ to adolescents’ disordered eating through childhood
feeding; and that a positive or negative mother-daughter relationship quality would act as a
protective or exacerbating factor, respectively, attenuating or strengthening the other
associations. Results of the study provided varying degrees of evidence for these hypotheses,
ranging from partial or conditional support to a lack of support. Findings are reviewed here and
discussed in terms of their relation to existing literature. In addition, limitations of the current
study are considered, and future directions are proposed.
The first three sets of hypotheses (1-3) pertained to associations between pairs of feeding
and eating variables. Contrary to the first hypothesis, mothers’ and daughters’ unhealthy eating
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behaviors were not positively associated with each other, either in partial correlations or in tests
of direct pathways. Though it contradicts our hypothesis, this null association is less surprising
for restrictive eating than for emotional eating. For restrictive eating, one likely explanation is
that the disordered eating measure used in this study assessed relatively mild forms of dietary
restraint (see Appendix D), such as trying to eat “slimming” foods or trying to avoid snacking
between meals. Other studies have failed to find significant associations between mothers’ and
daughters’ dieting or dietary restraint when controlling for other variables (Dixon et al., 1996;
Fulkerson et al., 2002; Keery, Boutelle, Van Den Berg, & Thompson, 2005). Mother-daughter
associations have been more consistent for more extreme weight-control methods, including
fasting or skipping meals, vomiting, and laxative use (Benedikt, Wertheim, & Love, 1998; Keery
et al., 2006; Neumark-Sztainer et al., 2010; Vincent & McCabe, 2000).
Another explanation for the null association between mothers’ and daughters’ restrained
eating is that the mother-daughter disordered eating correlations involved two separate raters,
mothers and daughters. Different raters typically yield smaller associations than a single rater
(Woehr, Sheehan, & Bennett, 2005); thus, the cross-informant design may have contributed to an
association too small to be significant in a sample of this size. In a larger study, with greater
power to detect smaller effect sizes, Elfhag et al. (2010) found significant associations between
mothers’ and daughters’ self-reported restrained eating (as well as emotional eating).
Alternatively, the null association in the current study may be a “true” finding; that is, in general,
mothers’ perceptions of their own eating may not be related to daughters’ perceptions of their
own eating. In another large study by Keery et al. (2006), both adolescents and mothers rated the
mother’s dieting, but only the adolescents’ perceptions of maternal dieting were significantly
related to adolescent weight control behaviors. Though the reasons for mothers’ and daughters’
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discrepant perceptions of maternal dieting should be studied further, Keery et al.'s (2006) finding
suggests that adolescents’ perceptions of maternal dietary restriction may be particularly relevant
to their own restrained eating. The insignificant cross-informant correlation in the current study
reinforces the importance of assessing adolescent perceptions of maternal disordered eating in
future studies, as well as understanding the reasons for discrepancies and exploring whose
reports are more accurate.
Regarding emotional eating, the null association between mothers’ and daughters’ selfreported behaviors is more surprising. A small number of studies have shown consistent positive
associations between mothers’ and daughters’ emotional eating, spanning childhood to
adolescence and including single- and cross-informant designs (Elfhag et al., 2010; Kröller et al.,
2013; Snoek et al., 2007). Compared to these other studies, which included 482 to 1258 dyads,
the current sample was smaller and may have been underpowered to detect a significant
association. For example, the non-significant correlation (r = .11) in this study was close in
magnitude to the significant correlation (r = .15) found by Snoek et al. (2007). In addition, other
studies included mostly younger children and pre-adolescents (Elfhag et al., 2010; Kröller et al.,
2013), who may be more susceptible to parental eating influences compared to older children
and adolescents (Field et al., 2008). In addition, most other studies were conducted in European
countries, in which mothers’ and daughters’ eating behaviors may be linked in different ways
and to different extents than in the US.
Hypothesis 2 posited that maternal restrained and emotional eating would relate to
corresponding child feeding behaviors, and Hypothesis 3 posited that restrictive and emotional
child feeding behaviors would relate to corresponding adolescent eating behaviors. These
hypotheses received partial support, such that eating behaviors—whether the mother’s or the
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adolescent’s—were related to feeding behaviors only when the same informant reported on both.
That is, maternal restrained and emotional eating were significantly associated only with
maternal perceptions of corresponding feeding; by contrast, adolescent restrained and emotional
eating were significantly associated only with adolescent perceptions of corresponding feeding.
Though these findings provide only partial support for the hypotheses, they follow a clear pattern
that suggests a distinct link between mothers’ or daughters’ eating behaviors and their own
perceptions or recollections of feeding behavior.
Prior studies that demonstrated a significant link between maternal eating and feeding
have largely (or perhaps only) examined the mother’s report of feeding (Birch & Fisher, 2000;
Damiano et al., 2016; Fisher & Birch, 1999; Francis et al., 2001; Tan & Holub, 2015; Wardle et
al., 2002). Contrary to their mothers’ recollections of feeding, adolescents’ recollections may not
align as closely with maternal (self-reported) eating behaviors. Regarding the link between
adolescent eating and feeding, the few studies linking the two have assessed how the mother
currently feeds her adolescent (Haycraft et al., 2014; Loth et al., 2014). By contrast, this study
asked mothers and adolescents to recall feeding behaviors during an earlier stage, and it found
that only adolescents’ feeding recollections were linked to their eating. One possible explanation
is that adolescents had to report on memories from childhood, when memories are relatively
limited until age 7 or 8 (Bruce et al., 2005; Peterson, 2012). Moreover, the feeding questionnaire
included questions about maternal perceptions, thoughts, and intentions, which would not have
been directly accessible to daughters. When answering questions about maternal feeding,
confirmation bias may have influenced adolescent recall (Frost et al., 2015), such that
adolescents may have recalled or reconstructed memories that accorded with or even explain
their current eating habits (e.g., “If I turn to food when I’m sad, then my mother probably fed me
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when I was sad”). It is also possible that mothers engaged in a similar process when recalling
their feeding, using their own eating as a memory heuristic (e.g., “If I restrict my own eating, I
probably restricted my daughter’s eating”). Though the current study cannot determine whose
recollections are more accurate, it highlights the fact that parents and adolescents may have
different perceptions of the same phenomenon, and that each person’s perception may be
especially relevant to their own behaviors (or at least to their perception of their own behaviors).
The study found no support for the fourth set of hypotheses, which posited that childhood
feeding would partially mediate the expected mother-daughter eating relationships. Given that
the expected positive correlations between mothers’ and daughters’ eating behaviors did not
emerge, the lack of significant indirect pathways between them is unsurprising. The set of results
pertaining to Hypothesis 3 suggest that methodological factors may have played a role in the null
finding. Maternal eating and adolescent eating were each self-reported, so none of the indirect
pathways included the same informant for all three variables (i.e., maternal eating, childhood
feeding, and adolescent eating). A consistent pattern appeared across all eight path models (if not
in the moderated mediation model, then in the simple mediation model): when feeding was
reported by mothers, path a (maternal eating to feeding) was significant but path b (feeding to
adolescent eating) was not. By contrast, when feeding was reported by adolescents, path b was
significant but path a was not. Thus, in each model, the same-informant path was significant and
the cross-informant path was not.
The study found partial support for the fifth set of hypotheses, which predicted that the
overall mother-daughter relationship quality would modify the relationships between eating and
feeding. Specifically, low closeness and high discord were expected to strengthen the links
between unhealthy feeding and adolescent eating, and high discord was expected to strengthen
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the link between maternal restrained eating and restrictive feeding. Despite some non-significant
main effects, all proposed interactions (i.e., Hypothesis 5a-j) were statistically plausible. Out of
these ten possible interactions, only one was significant: adolescents who reported a highly close
relationship with their mother were “protected” against the link between emotional feeding and
emotional eating (quotation marks reflect the unknown causality). This finding differed slightly
from the hypothesized interaction, in that high closeness was “protective” rather than low
closeness being an “exacerbating” factor. Contrary to hypotheses, closeness did not influence the
relationship between restrained feeding and adolescent eating, nor did discord influence any of
the feeding-eating associations.
Based on the current findings, the mother-daughter feeding relationship and global
relationship appear to interact in an important way: when adolescents feel only minimally or
moderately close to their mother (as opposed to highly close), a tendency to recall more
emotional feeding is associated with higher levels of emotional eating. Though causal
conclusions cannot be drawn, this study suggests that a highly close mother-daughter
relationship during adolescence may protect against the impact of earlier emotional feeding on
adolescent emotional eating. Daughters who feel closer to their mothers may tend to receive
more maternal warmth and soothing in response to their negative emotions, providing a means of
emotion regulation that reduces the “need” for emotional eating, even among adolescents
otherwise predisposed due to earlier emotional feeding. Another possibility is that a warm, close
mother-daughter relationship teaches adolescents better self-soothing, reducing their reliance on
food as a coping mechanism. Consistent with explanations involving the capacity for emotion
regulation, research by Vandewalle et al. (2016) suggests that maternal rejection may lead to
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increases in adolescent emotional eating and that this link be mediated, in part, by maladaptive
emotion regulation.
Unlike its connection to emotional feeding and eating, mother-daughter closeness did not
moderate the relationship between restrictive feeding and adolescent eating. Adolescents who
recalled more restrictive feeding tended to report higher levels of restrained eating, and a close
maternal relationship did not buffer this link. One possible explanation is that mother-daughter
closeness may influence the effect of restrictive feeding in both positive and negative ways,
which may oppose or neutralize each other. On the one hand, a positive relationship may
promote protective factors such as greater self-esteem, positive body image, and healthy coping
skills (Arroyo, Stillion Southard, Cohen, & Caban, 2018; Croll et al., 2002; Langdon-Daly &
Serpell, 2017; Striegel-Moore & Cachelin, 1999). On the other hand, an overly close motherdaughter relationship may dispose an adolescent to identify more strongly with her mother and
adopt her mother’s values and behaviors, including an inclination towards restriction or control
of the adolescent’s own eating (Beattie, 1988). Future research could begin to test such
hypotheses through longitudinal studies of mothers and daughters that include measures of selfesteem, body image, disordered eating, and emphasis or value placed on thinness or dietary
restraint.
In contrast to closeness, mother-daughter discord did not significantly moderate any
associations between feeding and eating. However, in simple mediation models (with fewer
predictors and higher statistical power), there was a significant main effect of adolescent discord
ratings on adolescent restrained and emotional eating (Y), as well as on restrictive and emotional
feeding (M). Specifically, adolescents who reported higher mother-daughter discord also tended
to report higher levels of restrained and emotional eating and higher levels of restrictive and
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emotional maternal feeding. Though the current study made no hypotheses about main effects of
the mother-daughter relationship quality, other studies have found similar associations, for
example, linking adolescent disordered eating to a low mother-daughter relationship quality
(Haines et al., 2016) and negative maternal parenting (e.g., psychologically controlling or
authoritarian parenting; Berge et al., 2014; Depestele et al., 2017). The lack of a significant
interacting effect of mother-daughter discord (W) and disordered feeding (M) may be due, in
part, to the strong associations between these variables, leaving little room for one to moderate
the impact of the other. Though the link between mother-daughter discord and disordered eating
is troubling, at least it can be considered heartening that discord, in the current study, did not
further magnify the “detrimental” association between unhealthy feeding and adolescent eating.
Finally, contrary to the moderated mediation hypotheses, closeness and discord did not
alter the (non-significant) indirect pathways from mothers’ to daughters’ disordered eating. This
finding is easily understood in light of the patterns of moderation and mediation discussed above.
Specifically, there were no significant pathways from maternal to adolescent disordered eating,
direct or indirect, and the only interaction showed that high closeness weakened the significant
half of the indirect pathway (path b).
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Chapter 5: Conclusion
Final Model and Implications
This study sought to clarify the interplay of three types of maternal influences—maternal
disordered eating, feeding behaviors, and the mother-daughter relationship quality—in relation to
adolescent disordered eating behaviors. Figure 4 distills the results of the study’s several path
analyses into two integrative models, one for restrained eating and one for emotional eating.

Figure 4. Final theoretical models intergrating maternal DE, childhood feeding, adolescent DE,
and mother-daughter relationship quality. Restrained/restrictive eating appears above, emotional
eating appears below. Solid lines depict significant paths; dotted lines depict insignificant paths.
For simplicity, only significant paths are shown for relationship quality (closeness and discord).
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From these simplified diagrams, the study’s two main takeaways become more salient. First,
though mothers’ and daughters’ recollections of childhood feeding were interrelated, only
maternal feeding perceptions related to maternal disordered eating, and only adolescent feeding
perceptions related to adolescent disordered eating. That is, maternal perceptions related to other
maternal perceptions, and adolescent perceptions related to other adolescent perceptions. These
findings underscore the fact that informant ratings are a function of both the behaviors in
question and the person reporting on those behaviors. In fact, researchers have even suggested
that a single measure of parenting behavior may assess different constructs across parents and
youth (Russell, Graham, Neill, & Weems, 2016). If the data collected had allowed singleinformant models, based entirely on maternal reports or adolescent reports, additional paths may
have emerged as significant. For example, using only adolescent report, perceptions of
adolescent and maternal eating may have been significantly related, and feeding may have
emerged as a significant mediator of this relationship. However, such a finding merely would
have supported inter-relationships among one dyad member’s mental representations of
adolescent eating, maternal eating, and earlier feeding. Though arguably valuable in their own
right, these findings would not necessarily reflect how eating and feeding behaviors are actually
linked over time in the mother-daughter relationship. To answer such questions would require
extensive longitudinal research involving naturalistic observation, diary study, or both, and the
sensitive behaviors assessed would likely suffer from observer or reporting bias.
Theories of cognition, personality, and learning can help to shed light on the current
pattern of results, whereby mothers and daughters each recalled levels of restrictive and
emotional feeding that related to their own self-reported eating habits, but not to the eating habits
reported by the other dyad member. Particularly relevant are theories that explain how people
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develop their particular beliefs and understandings of themselves and the world by virtue of their
unique experiences. For example, confirmation bias, mentioned earlier, refers to the pervasive
human tendency to seek or interpret evidence in ways that are biased towards one’s existing
beliefs or expectations (Nickerson, 1998). In addition to influencing attention and interpretation,
confirmation bias appears to impact memory. For example, participants in one study showed
better recognition memory for information that supported rather than opposed their viewpoint on
a controversial issue (Frost et al., 2015). Other studies have demonstrated, similarly, that people
tend to recall schema-consistent information more accurately than schema-inconsistent
information (Brewer & Treyens, 1981; Tuckey & Brewer, 2003), though evidence has been
somewhat mixed (cf., Pezdek, Whetstone, Reynolds, Askari, & Dougherty, 1989). In the present
study, adolescents and mothers may have held separate schemas or narratives about their own
relationship to food and eating, as well as that of the other dyad member and perhaps the family
as a whole. Each person’s schema may have influenced or biased their recollection and
evaluation of eating and feeding behaviors, contributing to within-person (but not across-person)
links between feeding and eating.
Two additional, interrelated theories can help to explain the reporter effect found in this
study. Cognitive construction, or constructivism, is a Piagetian concept that proposes that people
construct knowledge of the world rather than simply receiving information (Piaget, 1952).
Through experience, people create schemas of the world, and as they encounter new experiences
they continue to adapt their knowledge through assimilation and accommodation processes
designed to maintain cognitive consistency (Piaget, 1952). A related theory, personal construct
theory (Kelly, 1963), proposes that all events are open to multiple interpretations, and people’s
personal constructs, which are based on their prior experiences, influence how they choose to
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interpret new experiences. From the lens of these theories, the unique life experiences of mothers
and daughters in this study may have contributed to different histories of assimilation and
accommodation, creating different ways of understanding (even shared) experiences related to
feeding and eating. Thus, mothers and daughters may have held discrepant views of feeding
interactions and eating behaviors, which were nevertheless internally consistent based on their
own schemas or personal constructs.
The second major discovery from this study was that a close mother-daughter
relationship protected against the adverse relationship between emotional feeding and emotional
eating. Among adolescents who reported high closeness with their mother, more emotional
feeding was not associated with higher levels of emotional eating. Though prior studies have
linked emotional eating to negative maternal parenting characteristics, including low warmth or
affection and high rejection (Topham et al., 2011; Vandewalle et al., 2016), the current study
extended this research by demonstrating the protective value of a highly positive motherdaughter relationship in relation to risk for emotional eating. In addition, because it asked about
the current relationship quality, this study also extended prior research demonstrating an
important moderating role of the early mother-daughter attachment quality (i.e., at age 3) on
adolescents’ risk of developing disordered eating attitudes and behaviors in response to other risk
factors (Milan & Acker, 2014).
Though causal conclusions cannot be drawn, the current findings suggest that a highly
close mother-daughter relationship during adolescence may protect against the impact of earlier
emotional feeding on adolescent emotional eating. Daughters who report higher maternal
closeness may tend to receive more maternal warmth and soothing in response to their negative
emotions, providing a means of emotion regulation that reduces the “need” for emotional eating,

75
even among adolescents otherwise predisposed due to earlier emotional feeding. Another
possibility is that a warm, close mother-daughter relationship teaches adolescents better selfsoothing, reducing their reliance on food as a coping mechanism. Consistent with explanations
involving the capacity for emotion regulation, research by Vandewalle et al. (2016) suggests that
maternal rejection may lead to increases in adolescent emotional eating and that this link be
mediated, in part, by maladaptive emotion regulation.
In addition to the main findings, adolescent age showed several significant relationships
with primary variables. Adolescents who were older reported significantly greater disordered
eating (restrained and emotional), higher levels of unhealthy childhood feeding (restrictive and
emotional), and less positive relationships with their mother; moreover, the mothers of older
adolescents reported more negative mother-daughter relationships. The increase in disordered
eating is consistent with well established developmental trends (Bartholdy et al., 2017; Klump et
al., 2017). The decline in mother-daughter relationship quality is also relatively consistent with
literature on changes in parent-adolescent relationships over time. Prior research indicates that
parent-adolescent closeness tends to decrease over adolescence (Laursen & Collins, 2009),
whereas conflict tends to increase in affective intensity but decrease in frequency (Laursen, Coy,
& Collins, 1998). Though the current study assessed broader relationship domains than closeness
and conflict, the associations between age and mother-daughter relationship quality likely reflect,
in part, the changes in closeness and conflict affect found in prior research.
Interestingly, older adolescent age was associated with more unhealthy feeding recalled
by adolescents (but not their mothers). A likely explanation is that adolescents’ personal
narratives evolve and solidify as they mature. As adolescents get older, they may be more
inclined to reflect on causes of their current behaviors, including the influence of earlier
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parenting. Because older adolescents also tend to engage in more disordered eating behaviors,
they may hold or create a narrative whereby their own disordered eating behaviors have arisen in
part from parenting, including the ways their mother fed them. In addition, older adolescents
may be more inclined to notice maternal restrained and emotional eating and to make
corresponding inferences about how their mother may have fed them in earlier childhood.
Another striking result was the degree of consistency in variance explained within
adolescent-report models (R2 = .40–.44%) and within mother-report models (R2 = .19–.25%), as
well as the considerable difference between these two groups. Though unexpected at first glance,
these results can be understood in light of certain facts. First, adolescent age was entered as a
predictor in all eight models and explained a significant amount of variance in seven of them.
Thus, the relatively large amount of variance explained by age—a constant across all models—
left less variance to be explained by variables that differed across models. Second, only two or
three parameters differed between any given pair of adolescent-report models (or any given pair
of mother-report models), in contrast to a large number of parameters that remained the same
across models. Third, the variables that did change across models often had relatively small beta
weights, with more variance attributed to age and unexplained factors. Thus, model goodness-offit apparently depended much more on the informant, mother or daughter, than on other
constructs that differed across models.
Strengths, Limitations, and Future Directions
This study represents an important step in understanding the multifaceted etiology of
disordered eating in adolescent girls. First, it synthesizes multiple theories of disordered eating—
including attachment, behavioral feeding, and social learning perspectives—into a single model.
Previously, disordered eating models have tended to highlight only one or two forms of parental
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influence (if any), such as modeling, pressure, relationship quality, or feeding practices;
however, the current model incorporated several maternal influences and proposed clearly
defined pathways linking them to one another and to disordered eating as an outcome. In
addition, this study distinguished between two types of disordered eating, restrained and
emotional, and proposed distinct pathways to each type. It also used a retrospective design to
assess childhood feeding; though vulnerable to recall bias, this design provided preliminary
support for the notion that unhealthy feeding behaviors may have preceded, and thus possibly
contributed to, disordered eating in adolescence. Moreover, the study assessed both mother and
daughter reports to allow for a comparison of each informant’s perspective. Finally, the
ethnically diverse sample and inclusion of adolescent age as a covariate were additional study
strengths, enhancing external and internal validity, respectively.
Despite several strengths, limitations of the study should be noted. Methodological
factors constrained the nature and strength of possible conclusions. Perhaps most significantly,
the study was cross-sectional rather than longitudinal, so a temporal sequence could not be
established definitively between variables linked in the models. For example, the models
assumed that maternal restrained eating (X) preceded restrictive feeding (M) in a developmental
pathway to adolescent restrained eating (Y); however, mothers and adolescents reported on all
three variables at the same time, so this assumption remained untested. In fact, disordered eating
(the proposed “first” step) was assessed concurrently, whereas restrictive feeding (the proposed
“second” step) was assessed retrospectively. As a result, the study design may have pulled, if
anything, for the opposite, unintended temporal sequence, with childhood feeding preceding
current maternal eating; however, it seems reasonable to assume some degree of stability
between mothers’ prior and current eating habits. As a second methodological limitation, the
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study design employed the single method of behavioral report, and for some variables (i.e.,
disordered eating) only a single rater was included. As a result, it is difficult to determine
whether significant (or non-significant) paths derived from true relationships (or nonrelationships) between feeding, eating, and relationship quality, or if they primarily reflected the
particular method used or informant sampled. Third, the sample was somewhat small for the
number of model parameters included, potentially leading to non-significant smaller associations
that would have reached significance in a larger sample. Fourth, though participants represented
relatively diverse ethnic and socioeconomic backgrounds, White and highly educated individuals
represented relatively large portions of the sample, limiting the generalizability of findings to
other populations. Finally, the current study did not control for certain covariates that have been
associated, albeit inconsistently, with adolescent disordered eating in prior studies, such as BMI
and ethnicity. In future studies with larger samples and greater power, it may be wise to control
for these variables to reduce error variance and strengthen inferential conclusions.
In addition to methodological limitations, the restricted scope of the current study
suggests areas for future investigation. For example, researchers may consider exploring the
interplay of parental influences beyond the mother-daughter dyad, including maternal and
paternal influences on disordered eating in both boys and girls, how maternal and paternal
influences interact with each other, and how sibling-sibling and parent-sibling relationships
influence these patterns. Moreover, researchers should ultimately strive to integrate parent-level
models of disordered eating with influences at all levels of the adolescent’s environmental
ecosystem (Bronfenbrenner, 1979), including media and peer influences, personality factors, and
sociodemographic variables such as race, ethnicity, nationality, and socioeconomic status. Future
studies should also examine the influence of a broader range of parental feeding behaviors (e.g.,
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pressure to eat, monitoring, and food as a reward), as well as a broader range of disordered eating
behaviors (e.g., external eating, bingeing, purging, and fasting). Additionally, the current study
did not examine “direct” verbal communication or pressure, such as weight-related criticism or
teasing (Abraczinskas et al., 2012; Fulkerson et al., 2002), because the questionnaires used did
not include a relevant measure or scale. Finally, for the sake of model simplicity, the current
study did not include both restrained and emotional behaviors within a single model, precluding
tests of relationships between these variables, nor did it examine the interactive effects of
closeness and discord. Given prior research suggesting that restrictive feeding and dietary
restraint can “backfire” and lead to disinhibited eating (Birch & Fisher, 1998; Polivy & Herman,
2002; Ventura & Birch, 2008), researchers should examine paths between restraint and
disinhibition within complex, integrative models such as the ones proposed here. Moreover, it is
important to understand how closeness and discord interact to influence disordered eating
trajectories. Though not examined in relation to disordered eating, prior research suggests that
health-related outcomes may differ based on childhood parent-child relationships characterized
by different combinations of closeness and conflict (Niu et al., 2018).
Summary
The current study represents a valuable first step towards understanding the interplay of
various maternal factors in the development of adolescent disordered eating. Though many
hypotheses were unsupported or only partially supported, the study highlights the potential role
of a close mother-daughter relationship in serving as a buffer against the negative impact of
unhealthy feeding behaviors on adolescent disordered eating. Thus, negative food-specific
maternal behaviors may become less detrimental in the context of an overall warm, close
mother-daughter relationship. The study’s results also underscore the fact that empirical findings,
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in general, may depend largely on the method and informant used, including the greater
likelihood that single-informant associations will be significant than cross-informant
associations. This methodological reality must be taken into account when interpreting data from
a single method or informant. Finally, future research on the development of adolescent
disordered eating would benefit from longitudinal designs from early childhood through
adolescence; larger, more diverse samples; inclusion of multiple methods and informants; and a
broader theoretical scope that ultimately seeks to understand the interplay of eating influences
within and between all levels of an adolescent’s ecological community.
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Appendix C: Comprehensive Feeding Practices Questionnaire
(Musher-Eizenman & Holub, 2007)
Parent Retrospective Version
Parents take many different approaches to feeding their children and may have different concerns
about feeding depending on their child. While answering the following questions, please think back to
when your child was between 5- to 10-years old. Please answer the following questions as honestly as
possible with this child in mind.
never, rarely, sometimes, mostly, always (Emotion Regulation)
disagree, slightly disagree, neutral, slightly agree, agree (The remaining subscales)
Subscale

Question

Emotion Regulation

When this child gets fussy, is giving him/her something to eat or drink the first
thing you do?

Emotion Regulation

Do you give this child something to eat or drink if s/he is bored even if you think
s/he is not hungry?

Emotion Regulation

Do you give this child something to eat or drink if s/he is upset even if you think
s/he is not hungry?

Food as a Reward

I offer sweets (candy, ice cream, cake, pastries) to my child as a reward for good
behavior.

Food as a Reward

I withhold sweets/dessert from my child in response to bad behavior.

Food as a Reward

I offer my child his/her favorite foods in exchange for good behavior.

Pressure

My child should always eat all of the food on his/her plate.

Pressure

If my child says, “I’m not hungry,” I try to get him/her to eat anyway.

Pressure

If my child eats only a small helping, I try to get him/her to eat more.

Pressure

When he/she says he/she is finished eating, I try to get my child to eat one more
(two more, etc.) bites of food.

Restriction for Health

If I did not guide or regulate my child’s eating, s/he would eat too much of his/her
favorite foods.

Restriction for Health

If I did not guide or regulate my child’s eating, s/he would eat too many junk foods.

Restriction for Health

I have to be sure that my child does not eat too much of his/her favorite foods.

Restriction for Health

I have to be sure that my child does not eat too many sweets (candy, ice cream,
cake, or pastries).

Restriction for Weight

I have to be sure that my child does not eat too many high-fat foods.

Restriction for Weight

I encourage my child to eat less so he/she won’t get fat.
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Restriction for Weight

I give my child small helpings at meals to control his/her weight.

Restriction for Weight

If my child eats more than usual at one meal, I try to restrict his/her eating at the
next meal.

Restriction for Weight

I restrict the food my child eats that might make him/her fat.

Restriction for Weight

There are certain foods my child shouldn’t eat because they will make him/her fat.

Restriction for Weight

I don’t allow my child to eat between meals because I don’t want him/her to get fat.

Restriction for Weight

I often put my child on a diet to control his/her weight.
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College Student Retrospective Version
Instructions: While answering the following questions, please think back to when you were
between 5- to 10-years old.
never, rarely, sometimes, mostly, always (Child Control, Emotion Regulation, &
Monitoring subscales)
disagree, slightly disagree, neutral, slightly agree, agree (The remaining subscales)

Subscale

Question

Emotion Regulation

When you got fussy, was giving you something to eat or drink the first thing your
parent did?

Emotion Regulation

Did your parent give you something to eat or drink if you were bored even if s/he
thought you were not hungry?

Emotion Regulation

Did your parent give you something to eat or drink if you were upset even if s/he
thought you were not hungry?

Food as a Reward

My parent offered sweets (candy, ice cream, cake, pastries) to me as a reward for
good behavior.

Food as a Reward

My parent withheld sweets/dessert from me in response to bad behavior.

Food as a Reward

My parent offered me my favorite foods in exchange for good behavior.

Pressure

My parent believed I should always eat all of the food on my plate.

Pressure

If I said, “I’m not hungry,” my parent tried to get me to eat anyway.

Pressure

If I ate only a small helping, my parent tried to get me to eat more.

Pressure

When I said I was finished eating, my parent tried to get me to eat one more (two
more, etc.) bites of food.

Restriction for Health

My parent believed if s/he did not guide my eating, I would eat too much of my
favorite foods.

Restriction for Health

My parent believed if s/he did not guide or regulate my eating, I would eat too
many junk foods.

Restriction for Health

My parent had to be sure that I did not eat too much of my favorite foods.

Restriction for Health

My parent had to be sure that I did not eat too many sweets (candy, ice cream, cake,
or pastries).

Restriction for Weight

My parent had to be sure that I did not eat too many high-fat foods.

Restriction for Weight

My parent encouraged me to eat less so I wouldn’t get fat.

Restriction for Weight

My parent gave me small helpings at meals to control my weight.

Restriction for Weight

If I ate more than usual at one meal, my parent tried to restrict my eating at the next
meal.
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Restriction for Weight

My parent restricted the food I ate that might have made me fat.

Restriction for Weight

My parent believed there are certain foods I shouldn’t eat because they would make
me fat.

Restriction for Weight

My parent didn’t allow me to eat between meals because they didn’t want me to get
fat.

Restriction for Weight

My parent often put me a diet to control my weight.
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Appendix D: Dutch Eating Behaviour Questionnaire
(van Strien, Fritjers, Bergers, & Defares, 1986)
Everyone has different eating behaviors. Please rate how often you engage in these eating
behaviors.
1= never 2= seldom 3 = sometimes 4 = often
5= very often
Restrained Eating
1. When you have put on weight, do you eat less than you usually do?
2. Do you try to eat less at mealtimes than you would like to eat?
3. How often do you refuse food or drink offered because you are concerned about your
weight?
4. Do you watch exactly what you eat?
5. Do you deliberately eat foods that are slimming?
6. When you have eaten too much, do you eat less than usual the following day?
7. Do you deliberately eat less in order not to become heavier?
8. How often do you try not to eat between meals because you are watching your weight?
9. How often in the evenings do you try not to eat because you are watching your weight?
10. Do you take into account your weight with what you eat?
Emotional Eating
11. Do you have the desire to eat when you are irritated?
12. Do you have a desire to eat when you have nothing to do?
13. Do you have a desire to eat when you are depressed or discouraged?
14. Do you have a desire to eat when you are feeling lonely?
15. Do you have a desire to eat when somebody lets you down?
16. Do you have a desire to eat when you are cross?
17. Do you have a desire to eat when you are approaching something unpleasant to
happen?
18. Do you get the desire to eat when you are anxious, worried or tense?
19. Do you have a desire to eat when things are going against you or when things have
gone wrong?
20. Do you have a desire to eat when you are frightened?
21. Do you have a desire to eat when you are disappointed?
22. Do you have a desire to eat when you are emotionally upset?
23. Do you have a desire to eat when you are bored or restless?
External Eating
24. If food tastes good to you, do you eat more than usual?
25. If food smells and looks good, do you eat more than usual?
26. If you see or smell something delicious, do you have a desire to eat it?
27. If you have something delicious to eat, do you eat it straight away?
28. If you walk past the baker, do you have the desire to buy something delicious?
29. If you walk past a snackbar or a cafe, do you have the desire to buy something
delicious?
30. If you see others eating, do you also have the desire to eat?
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31. Can you resist eating delicious foods?
32. Do you eat more than usual, when you see others eating?
33. When preparing a meal are you inclined to eat something?
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Appendix E: The Network of Relationships—Relationship Quality Version
(Buhrmester & Furman, 2008)
Description. The NRI-RQV is a combination of the Network of Relationships Inventory
(Furman & Buhrmester, 1985) and a family relationship measure developed by Buhrmester,
Camparo & Christensen (1991). This 30-item survey has ten scales with 3 items per scale. It
assesses 5 positive features, including companionship, disclosure, emotional support, approval,
and satisfaction, and 5 negative relationship features including, conflict, criticism, pressure,
exclusion and dominance.
Companionship (COM)
1 How often do you spend fun time with this person?
11 How often do you and this person go places and do things together?
21 How often do you play around and have fun with this person?

Intimate Disclosure (DIS)
2 How often do you tell this person things that you don’t want others to know?
12 How often do you tell this person everything that you are going through?
22 How often do you share secrets and private feelings with this person?

Pressure (PRE)
3 How often does this person push you to do things that you don’t want to do?
13 How often does this person try to get you to do things that you don’t like?
23 How often does this person pressure you to do the things that he or she wants?

Satisfaction (SAT)
4 How happy are you with your relationship with this person?
14 How much do you like the way things are between you and this person?
24 How satisfied are you with your relationship with this person?

Conflict (CON)
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5 How often do you and this person disagree and quarrel with each other?
15 How often do you and this person get mad at or get in fights with each other?
25 How often do you and this person argue with each other?

Emotional Support (SUP)
6 How often do you turn to this person for support with personal problems?
16 How often do you depend on this person for help, advice, or sympathy?
26 When you are feeling down or upset, how often do you depend on this person to cheer
things up?

Criticism (CRI)
7 How often does this person point out your faults or put you down?
17 How often does this person criticize you?
27 How often does this person say mean or harsh things to you?

Approval (APP)
8 How often does this person praise you for the kind of person you are?
18 How often does this person seem really proud of you?
28 How much does this person like or approve of the things you do?

Dominance (DOM)
9 How often does this person get their way when you two do not agree about what to do?
19 How often does this person end up being the one who makes the decisions for both of
you?
29 How often does this person get you to do things their way?
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Exclusion (EXC)
10 How often does this person not include you in activities?
20 How often does it seem like this person ignores you?
30 How often does it seem like this person does not give you the amount of attention that you want?

Scoring. Scales are scored are created by averaging the 3 items making up the scale.
Two additional factors can be computed:
Closeness: the mean of the companionship, disclosure, emotional support, approval, and
satisfaction scales.
Discord: the mean of the conflict, criticism, pressure, exclusion and dominance scales.
Use of the Measure: You have permission to use and copy the measure that is included
below. You can adjust the measure to assess the relationships you’re interested in. You can also
eliminate the unneeded items if using the short form or only some scales. Please retain all three
items on a scale if you are deriving scale scores, and retain all the scales/items to derive factor
scores.
Reliability of Scales
Sixth Grader’s Self-report ratings.
Male
Friend

Female
Friend

Romantic
Friend

Sibling

Mother

Father

Companionship

.89 (223)

.89 (213)

.84 (47)

.81 (199)

.76 (221)

.78 (221)

Disclosure

.90 (221)

.92 (212)

.80 (47)

.86 (197)

.80 (219)

.78 (219)

Pressure

.73 (222)

.68 (213)

.90 (47)

.76 (198)

.75 (220)

.71 (220)

Satisfaction

.89 (222)

.89 (213)

.83 (47)

.89 (198)

.86 (220)

.91 (220)

Conflict

.72 (223)

.74 (213)

.73 (47)

.86 (199)

.80 (221)

.75 (221)

Scale
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Emotional Support

.81 (221)

.90 (213)

.80 (47)

.83 (197)

.78 (219)

.83 (219)

Criticism

.79 (222)

.74 (213)

.65 (47)

.82 (197)

.76 (219)

.71 (219)

Approval

.77 (222)

.80 (213)

.70 (47)

.76 (197)

.72 (220)

.71 (220)

Dominance

.72 (222)

.77 (209)

.82 (44)

.73 (197)

.60 (219)

.59 (219)

Exclusion

.53 (222)

.52 (211)

.49 (47)

.69 (197)

.67 (220)

.57 (220)

Closeness

.93 (219)

.95 (210)

.93 (47)

.91 (194)

.89 (217)

.90 (217)

Discord

.84 (220)

.84 (205)

.86 (44)

.88 (194)

.82 (216)

.80 (216)

Note: Values are Cronbach’s Alpha Coefficients (N = 223). Participants were
predominantly white (80%) 11-12 year-old children from the suburban public schools in
Richardson, Texas (near Dallas).
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Appendix F: Associations Between Demographics and Primary Variables
F-1. Correlations Between Continuous Demographic Variables and Primary Variables (n = 88–96)
Mother
restrained
eating

Mother
emotional
eating

Restrictive
feeding

Emotional
feeding

Adolescent
restrained
eating

Adolescent
emotional
eating

Mother education

.02

.03

A: .09
M: .05

A: .06
M: .04

.19

Household
income

.10

.10

A: .01
M: -.04

A: -.06
M: .03

Adolescent BMI
percentile

.13

.06

A: .18
M: .37**

Mother BMI

.02

-.05

Adolescent age

-.02

Mother age

.16

Demographic
Variable

Closeness

Discord

.13

A: .14
M: -.09

A: .05
M: .06

.03

-.01

A: .25*
M: -.04

A: -.04
M: -.03

A: -.09
M: .09

.03

-.04

A: .07
M: .14

A: .04
M: -.07

A: .16
M: .08

A: .01
M: -.05

-.13

-.14

A: .10
M: .25*

A: .07
M: -.14

-.01

A: .21*
M: .00

A: .24*
M: .02

.47***

.34**

A: -.17
M: -.28**

A: .31**
M: .06

.14

A: .11
M: -.06

A: .16
M: .20

.25*

.21*

A: .07
M: -.24*

A: .18
M: .13

Note. A = adolescent report. M = mother report.
*p < .05. **p < .01. ***p < .001.
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F-2. Descriptive Statistics by Ethnicity, for Variables Significantly Related to Ethnicity
White
M (SD)

African American
M (SD)

Mixed Race/Other
M (SD)

Adolescent Restrained Eating

2.4 (.65)
n = 48

2.4 (.73)
n = 30

3.04 (.92)
n = 20

Restrictive Feeding (Adolescent Report)

2.0 (.59)
n = 47

2.2 (.83)
n = 29

2.6 (.86)
n = 20

